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ABSTRACT 
This research couples a global scale targeted systematic review with the perspectives and 
experiences of mental health service providers in Terrace, British Columbia. A targeted 
systematic review was conducted exploring mental health and well-being impacts of resource 
extraction globally. Findings informed qualitative interviews with mental health service 
providers in Terrace, BC. Main themes from service providers are systemic issues in health care, 
poor access to mental health services for children and youth, mental health risk factors, social 
determinants of health, and industry’s lasting influence and legacy. Synthesis of the findings 
from the systematic review and interviews with service providers indicates providers concerns 
aligned with the global literature. A synthesis combines the two phases of research. Insights from 
this work suggest a greater consideration of the social and mental health impacts of industrial 
projects is necessary, and there is need for equitable access to mental health resources for all 
ages. 
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CHAPTER 1: INTRODUCTION 
In Canada, and British Columbia (BC) specifically, natural resource extraction and development 
influences health and well-being in a variety of ways. Ostry (2009) argued that ‘boom and bust 
cycling’ contributes to inequities that can be observed across the province, and Gillingham et al. 
(2016) emphasized that resource development creates cumulative impacts that influence society, 
environment, and health. While resource extraction can bring economic prosperity to northern 
communities, with it comes a variety of direct and indirect negative impacts that are notoriously 
difficult to manage. This mix of opportunities and challenges is especially relevant when 
considering the mental health and well-being impacts of resource extraction. Recent works have 
shown that natural resource extraction and development result in adverse and persistent impacts 
to the mental health and well-being of those living and working in proximity to industry 
(Bronson & Noble, 2006; Bush, 2007; Kinnear et al., 2013; Shandro et al., 2011). As the 
economies in many northern, rural, and Indigenous communities in BC are closely linked to 
resource extraction, the mental health and well-being of those residing in these communities are 
of increasing concern (Gislason et al., 2017). Growing interest in northwest BC from industry as 
well as strong opposition from Indigenous and environmental groups indicates that there is a 
need to better understand how mental health is impacted by natural resource extraction and 
development here in northern BC.  
There is increasing interest in the health impacts of resource extraction from academia, 
health authorities and community stakeholders (Gillingham et al., 2016). The economy of 
northern BC is and has historically been strongly linked to the development and extraction of 
natural resources and their products (Gislason et al., 2017). Northern BC is recognized as a 
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driver of the provincial economy with a diverse wealth of renewable and non-renewable natural 
resources ranging from forestry and mining to liquified natural gas (LNG) (Initiatives Prince 
George Development Corporation & Northern Development Initiative Trust, 2012). However, 
these resources are not immune to fluctuating market prices and demands, resource exhaustion, 
and substitution. Many northern and rural communities have little economic diversification, 
which leaves communities vulnerable to fluctuating market prices and international demand for 
natural resources. These changes in demand and market price result in boom and bust cycling, 
where communities endure periods of rapid economic growth, followed by considerable 
economic downturn. During the boom phase, market demand for resources are high and money 
and people migrate into communities (Betz & Snyder, 2017). In the bust phase, the market price 
for resources drop and the opposite effect occurs. In northern BC, natural resources are typically 
located in rural and remote areas, creating “pockets of wealth in unlikely places” (Gibson & 
Klinck, 2005, p. 117). Unfortunately, these pockets of wealth are often short lived, as cycles of 
economic boom are followed by periods of economic downturn and bust (Marchand, 2012). As 
industrial operations ebb and flow, the health and social resources within a community must 
respond to the increasing need; however, this is not always a seamless process (Mactaggart et al., 
2016).  
Within the greater context, this research was designed to explore one particular dimension of 
this challenging issue. Resource development activities change the social fabric of communities, 
and influence the overall mental health and well-being of those living in northern communities 
(Hossain et al., 2013). This thesis investigates the mental health and well-being implications of 
resource extraction and development in northern BC.  
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1.1. Study Rationale 
Physical changes to the environment, be it from resource development, globalization, or 
climate change, can negatively impact the health of humans and ecosystems for generations (Ebi 
et al., 2017; Whitmee et al., 2015). However, there are more nuanced impacts associated with 
resource extraction that extend beyond the physical environment with implications that have yet 
to be fully understood (Parkes et al., 2019). There is a growing body of evidence identifying 
negative mental health and well-being implications of resource development, yet industry and 
decision-makers do not weigh the potential harm of impacts equally.  
One way of understanding how these considerations are, and are not, taken into account in 
decision-making is to consider how formal environmental assessment processes address health 
impacts. When a project is put forward to the Environmental Assessment Office (EAO), the 
EAO uses ‘five pillars’ to identify and measure the potential adverse environmental, economic, 
social, heritage, and health effects to those located proximally and distally to the project 
(Environmental Assessment Office, 2013). Their values-based framework aims to work with 
industry to identify and mitigate potential negative impacts to any of the five pillars before the 
project is approved. Informed by an assessment of indicators for monitoring health and the social 
determinants of health relating to resource extraction and development across northern BC, Buse 
et al. (2018) argue that industry proponents tend to give greater emphases on the potential 
impacts to the physical environment than the impacts that could influence the social, heritage, 
health, and economic determinants of those living in the community or region.  
The economic pillar in particular is easier to measure, as how and where dollars are earned 
and spent within a community or region is easily tracked. In contrast, there are unique challenges 
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to measuring and quantifying the impacts that resource extraction has on the social, heritage, and 
health pillars (Marmot, 2007; Mikkonen & Raphael, 2010). The social, heritage, and health 
impacts are often more qualitative in nature, and thus more challenging to quantify on a 
standardized scale (Buse et al., 2018). Another challenge in assessing the full range of impacts is 
that the EAO process, while thorough, only focuses on one project at a time. There are likely to 
be multiple projects at various stages of speculation, construction, operation, and decommission 
at the same time. These projects, all at different stages of their timeline and lifespan, influence 
communities cumulatively (Atlin & Gibson, 2017; Buse et al., 2018; Gillingham et al., 2016).  
In the context of these broader challenges, awareness is growing of the need for more 
attention to the mental health impacts of resource extraction, which is an area that has tended to 
be overlooked in the past. Other countries such as Australia are beginning to explore the mental 
health implications of resource extraction within the context of their own communities. In 
northern BC, Shandro et al. (2011) found that mental health was a key area of concern identified 
by residents of a rural coal mining town when asked about their experiences and perceptions of 
health and social services in the community. While research is being conducted in Canada that 
looks at the diverse impacts of resource extraction, there has been little research focusing on the 
mental health impacts of natural resource extraction specifically (Brisbois et al., 2019). To add to 
this challenge, natural resource extraction impacts on and influences mental health directly and 
indirectly, which makes determining a causal relationship challenging (Buse et al., 2018; 
Marmot, 2007). 
A key factor influencing the timing and rationale of this work was research conducted by 
the Health Impacts of Resource Extraction and Development (HIRED) research team at the 
University of Northern British Columbia (UNBC), comprising of colleagues at the UNBC 
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School of Health Sciences and the Northern Health Authority of BC. The HIRED Research 
Team conducted an extensive scoping review to explore how the public health impacts of 
resource development are understood and addressed and how these approaches can be applied 
and adapted to the specific context of northern BC. The scoping review resulted in two 
publications (Brisbois et al., 2019; Reschny et al., 2018) along with recommendations that 
further targeted analysis should be conducted using the sources within the HIRED dataset. 
Mental health and wellbeing were identified as a key areas of need for further study.  
In response to these gaps and priorities, this study was designed with the goal of fostering 
a better understanding of how mental health is impacted by resource development in Canada and 
how these impacts influence communities in northern BC. With input from the HIRED team, the 
researcher designed this research with the first phase drawing on the global dataset created by the 
above-mentioned HIRED Project. The objective of the research was to take a deeper dive into 
the global literature with a focus on the mental health impacts of resource extraction globally. 
The second phase of this study focused on mental health impacts from a local perspective 
through the experiences and perspectives of mental health service providers in the northern BC 
communities of Terrace and Kitimat. The two-part study enabled the comparison of local 
findings with global scale findings from the literature review. The overall questions guiding this 
study and the different phases of research are introduced below.   
1.2. Research Questions 
This work was guided by three research questions that helped to shape and frame the 
research design. The first phase of this project, the targeted systematic review, was guided by 
Research Question one (Chapter 4). The second research question was addressed in phase two, 
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the interviews with mental health service providers (Chapter 5). The third was explored in the 
synthesis and discussion sections of this work (Chapter 6).  
Research Question 1 (RQ1): How do the sources within the HIRED dataset describe the ways 
that sub-surface natural resource extraction and development impacts human mental 
health and well-being? 
Research Question 2 (RQ2): What are mental health service workers’ perspectives and 
experiences in providing care within northern communities that are impacted by sub-
surface resource extraction? 
Research Question 3 (RQ3): How do the combined findings from the targeted systematic review 
and the interviews with mental health service providers inform and challenge our 
understanding of the mental health and well-being impacts of natural resource extraction 
and development in the context of northern BC? 
1.3. Researcher Positionality and Motivations 
Bourke (2014) defined research as a process whereby both the participants and the researcher 
have the potential to influence the process along the way. Through recognition of our potential 
for bias and critical self-reflection as researchers we seek to better engage with our participants 
and our nonlinear research processes (England, 1994). As a researcher, it is important to 
recognize my upbringing and experiences as they inevitably inform the outcomes of my research 
and the lens through which I view the world. By positioning myself and my background, I can be 
more transparent about how my lived experiences have the potential to impact the research that I 
conduct (Gold, 2002).    
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I, the researcher, am a Caucasian female. I was raised in a middle class household in 
Campbell River, BC, which is on the northern half of Vancouver Island and resides on the 
traditional territory of the Laichwiltach people. Campbell River and Vancouver Island felt small 
as I was growing up, but when I moved to northern BC to pursue an undergraduate degree my 
perception of a ‘small town’ changed dramatically. I came to the realization that I in fact did not 
grow up in a ‘small town’ at all. In reality, I was raised in a town that was far larger and had 
considerably more opportunities and social infrastructures than I initially recognised. However, I 
also came to notice that there are a number of similarities between where I grew up and the small 
communities in northern BC. Like many of the communities in the north, Campbell River is 
reliant on industry. Growing up I remember the closing of pulp mills and mines and poor fishing 
seasons, which in turn meant that school friends moved away as their parents could no longer 
find work in town. My father, who worked in both mining and pulp and paper over the years, left 
too in pursuit of work.  
Campbell River, like many communities in northern BC, has a rich Indigenous history. While 
this is a source of strength, colonial history and historical trauma continues to shape the lives of 
Indigenous members of society. My mother is a social worker, and she was transparent with me 
about her experiences working in a diverse community that was and is struggling economically, 
socially, and culturally.  She wanted me to understand Canada’s turbulent history with 
Indigenous peoples, and a consistent theme I remember from her teachings was unfairness. To 
this day, she is passionate about children and youth in our system of care, Indigenous 
experiences and reconciliation, and lifelong learning. It was likely from her that my fixation with 
equity arose and evolved as I completed an undergraduate degree in community and population 
environmental health in 2014.  
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 These axes of my identity provide a point of reference for what Gold (2002) describes as a 
‘research journey’. Articulating my positionality and my motivations for conducting this research 
acknowledges that these factors could influence, for example, how I relate to the experiences and 
perspectives of those who provide mental health services in Terrace and Kitimat, or my 
understanding of the experiences of vulnerable populations and/or those living with and 
experiencing mental illness. My positionality could also influence the type of information that 
resonates with me when analyzing and interpreting information collected.  
In addition to my background, my research was motivated by the fact that I always knew I 
wanted to complete graduate studies, and this research process has allowed me to dive deeply 
into my own research interests, specifically mental health and wellness, and natural resource 
extraction. My experiences and background give me a foundational perspective while motivating 
me to better understand the experiences of those who provide mental health support in the 
northern communities, and it has proven to be very informative to focus this work in the 
communities of Terrace and Kitimat. As a researcher, I am passionate about mental health and 
how our environments influence our experiences of health throughout our lifespan. I chose to 
conduct this work based on my previous experience working on projects that focus on how we 
understand, conceptualize, and quantify resource extraction here in northern BC. The HIRED 
project with UNBC and the Northern Health Authority proved to be a kicking off point for my 
thesis work as I learned more about how natural resource extraction and development impacts 
the lives of northern Canadians. These interests were then informed by guidance from my 
supervisors, who were also members of the HIRED research team. The research process and this 
thesis therefore represents the joining of my work experience in research and my interests in 
advancing as a trainee researcher through graduate studies.  
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CHAPTER 2: LITERATURE REVIEW AND STUDY CONTEXT 
2.1. Introduction 
This Chapter is comprised of an introduction, literature review, and concludes with the study 
context. The literature review section serves to explore the published literature that describes and 
documents the complex interactions between the key components of this work: northern rural 
and remote communities, environmental change, natural resource extraction and development, 
and how these factors influence the determinants of mental health. First, the impacts of 
environmental change and the ways these changes influence human mental health and well-being 
will be explored. Next, the unique challenges of providing mental health services and resources 
in rural and remote settings will be examined. Lastly, the direct and indirect mental health 
impacts relating to resource extraction and development will be examined not only by looking at 
workers and their experiences, but also through exploring the more diffuse impacts that influence 
the greater community. Literature within this section is relevant to the background and study 
context, but separate from the targeted systematic review, which is a distinct phase of the 
research.  
The second section of this Chapter describes the study context. In this section, the complex 
interplay between northern rural and remote communities, environmental change, natural 
resource extraction and development, and how these factors influence the research context will 
be grounded in the place and space of Terrace and Kitimat, BC. The study context section will 
explore demographic information and the history of northern BC, the northwest, and discuss and 
describe the communities of Terrace and Kitimat where the research was conducted.   
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2.2. Impacts of environmental change on human mental health and well-being  
Aldo Leopold, an American ecologist and environmentalist, first suggested the concept of 
‘land-sickness’ in his 1949 book titled A Sand County Almanac and Sketches Here and There. In 
his work, he articulated that in a community, all members are expected to treat others with 
respect. In his essay, ‘land ethic’ he defined humans as components of the greater environmental 
community along with soils, waters, plants, and animals (Leopold, 1949). In his writings, 
Leopold included the land and natural environments as integral components of communities, 
deserving equal respect. Building on Leopold’s ecological theory, ‘ecosystem distress syndrome’ 
was coined in the early 1980s in a response to environmental degradation and ecosystem 
disruption (Barrett et al., 1976; Rapport et al., 1985, 1998). In healthy ecosystems, landscapes 
regenerate relatively quickly following natural setbacks (Odum, 1969). Natural setbacks can 
include forest fires, flooding, insect infestations and drought. Alternatively, ecosystems that are 
subject to prolonged anthropogenic stress and disturbed by human activities do not recover, and 
more often than not continue to decline (Rapport & Whitford, 1999). McMichael & Haines 
(1997) argued that ecosystems that have become unbalanced and stressed by human interaction 
and disturbance in turn impact upon human mental health and well-being.  
Similarly, solastalgia is a relatively new term coined to describe the phenomenon where 
individuals suffer from psychological distress stemming from dramatic environmental changes 
(Albrecht, 2005; Albrecht et al., 2007; Glackin, 2012). The term described sensations and 
emotional distress akin to ‘homesickness’, as the landscapes that once provided comfort and 
solace have changed so dramatically that they no longer resemble ‘home’ (Warsini et al., 2014). 
As described above, Albrecht’s theory of solastalgia is not the first that has attempted to define 
and clarify the impacts of environmental change and degradation on human health. Initially it 
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was used to describe the mental health impacts of anthropogenic experiences such as persistent 
drought and open pit mining in rural Australia. Since the term was coined in 2004, research 
exploring the theory of solastalgia and the impacts of therapeutic landscapes has expanded to 
consider a diverse range of systems and processes that result in changes to physical and social 
landscapes (Connor et al., 2004; Wood et al., 2015). The theory has been applied to describe the 
psychological impacts of natural disasters including volcanic eruptions in the South Pacific and 
wildfires in the United States (Eisenman et al., 2015; Warsini et al., 2014). Further research in 
Australia has also applied the theory to older women’s experiences of climate change in the 
Torres Strait, and farmers’ mental health and well-being in the Western Australian Wheatbelt 
(Ellis & Albrecht, 2017; McNamara & Westoby, 2011).  
Parkes & Horwitz (2016) maintain that ecosystems are foundational features influencing 
human health, as humans are just one component of a greater interrelated and dynamic 
ecological system. These ecological systems are reciprocal and interconnected in that 
anthropogenic activities influence the natural environment, and these changes then influence 
human health and well-being. These natural settings and spaces when balanced can foster mental 
health and psychosocial well-being. Inversely, changes to the natural environment or unbalanced 
ecosystems can negatively impact human mental health and well-being (Horwitz & Parkes, 2016, 
p. 67).  
This ‘psychoterratic’ phenomenon or ‘earth-related mental illness’ has been well documented 
in Australia, a country that like Canada relies heavily on natural resource extraction and 
development and has a long history of colonialism (Albrecht et al., 2007). A recent review 
mapping the solastalgia literature links the concept to climate change, as climate change also 
actively and rapidly changes natural landscapes (Galway et al., 2019).  
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Horwitz et al. (2001) argued that human health and biodiversity are linked in two key ways. 
First, using inland aquatic systems and wetlands as an example, their unique biodiversity 
becomes a part of an individual’s identity, and part of a community’s image of self. This 
attachment to the place in turn contributes to one’s psychological well-being and sense of place. 
They argued that the destruction, loss and environmental change to natural spaces and waterways 
have the means to impact human health and well-being psychologically, and physically through 
mismanagement of systems (Horwitz et al., 2001).  
Ecological impacts influence the lives of all members of society; however, the greatest 
impacts are experienced by the most vulnerable groups (Masuda et al., 2008; Pellow, 2000; 
World Health Organization, 2008). Looking at a Canadian context, Harder, in the 2016 book 
titled The Integration Imperative: Cumulative Environmental, Community and Health Impacts of 
Multiple Resource Developments discusses the significance of ‘other’ impacts, beyond those of 
environmental exposure (Gillingham et al., 2016). Gillingham et al. (2016), defined an impact in 
this context as the consequences of change caused by natural resource development. Harder 
(2016) stresses the psychological impacts experienced by both individuals and communities can 
be crippling, and often disproportionally affect Indigenous populations. As an example, Harder 
(2016) described the flooding of the Cheslatta Carrier Nation’s territory during the construction 
phase of the Kenney Dam in the 1950s. The construction of the dam was part of the larger 
hydroelectric infrastructure project to generate power for Alcan’s new aluminum smelter in 
Kitimat, BC. The Nation was forced to relocate from their village and traditional lands against 
their will in April of 1952, being given a notice that in two weeks water would begin to rise and 
flood the village (Christensen, 1995). As a result, the graves of their ancestors were irreparably 
damaged by the subsequent flooding. Even in the present, high water levels in 2015 and 2017 
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further disturbed ancestral remains and bones from family graves have been found along the 
edges of the water (Trumpener, 2019). To this day, the Nation continues to struggle with the 
psychological impacts from the experience.  
2.3. Mental health and rural communities 
Mental illness results from a complex interaction of biological, genetic, and social factors 
(Wainer & Chesters, 2000); furthermore, mental health overall is greatly influenced by a number 
of lifestyle and environmental factors that extend far beyond the health of the mind alone. Mental 
health is influenced by social determinants of health such as: personal finances, an individual’s 
living situation, employment, relationships and friendships, and having a sense of meaning and 
control over one’s life and future (Wainer & Chesters, 2000). The social determinants of health 
are different for each individual and each community. Managing mental health in rural and 
remote communities can be challenging as there are considerable barriers that hinder access and 
uniquely impact one’s experiences and social determinants (Fitzpatrick et al., 2017; Morgan et 
al., 2016).  
There has been some research to suggest that the Canadian health care system is not as 
accessible nor responsive when it comes to rural and remote communities when compared to 
their urban counterparts (Johnson et al., 2008; Masuda et al., 2008; Shah et al., 2017). It has been 
well documented that in Canada, unequal access to services and resources results in poorer 
health outcomes in rural and remote communities (Shah et al., 2017). Nationally, health-care 
spending in Canada equates to 94 billion per year excluding the institutionalized population; 
however, Canadians in the lowest quintile make up 31 percent of 94 billion (Health Disparities 
Task Group, 2005). Those with the lowest socioeconomic status are utilizing more health-care 
 14 
dollars than the middle and highest income groups. Another source estimated that the financial 
burden of mental illness in Canada costs a minimum of fifty-one billion dollars annually (Roche 
et al., 2016). Rural populations are often underserviced, as funding and resources are unevenly 
distributed between urban and rural areas (Philo et al., 2003). In rural settings understaffing and 
shortages of specialized health care personnel is a persistent issue (Hoeft et al., 2018). 
Research conducted by Sibley and Weiner (2011) suggested that Canadians’ experiences of 
receiving care in rural communities has altered their perception of need compared to their urban 
counterparts. The authors reported that rural residents have a lower threshold at which they 
consider their healthcare needs being met compared to urban residents (Sibley & Weiner, 2011). 
Results from the Canadian Community Health Survey indicated that the self-rated overall health 
of individuals is greatest in urban centres, and lowest in rural and remote communities (Mitura & 
Bollman, 2003). Both men and women who reside in rural communities have lower life 
expectancies than the Canadian average. Individuals in rural communities are also more likely to 
be smokers and experience obesity, high blood pressure, arthritis, and depression when 
compared to their urban counterparts (Webb et al., 2009). Furthermore, rural communities are 
considerably smaller and as such perceived stigma may be of greater concern as privacy can be 
difficult in communities where most individuals know one another (Brenes et al., 2015).  
Another factor influencing mental health in rural communities is geographic isolation. 
Individuals in rural communities have to travel greater distances to connect with necessary 
services. This isolation is especially challenging for individuals with limited access to 
transportation or issues with mobility (Brenes et al., 2015). In northern BC, rural and Indigenous 
communities are connected via sparse highway systems which are susceptible to road closures 
due to poor winter weather conditions, landslides, and motor vehicle accidents. Furthermore, 
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transit options are limited in northern BC creating potentially dangerous transportation 
conditions for individuals living in rural, remote, and Indigenous communities without access to 
a vehicle (Kurjata, 2017). The section of Highway 16 from Prince George to Prince Rupert, 
known as the ‘Highway of Tears,’ is recognized as a location where an uncertain number of 
Indigenous women have disappeared (Morton, 2016). These significant outside forces that 
directly and indirectly impact the lives of individuals living in rural communities can greatly 
influence an individual’s sense of control in life.   
When comparing the overall health of Canadians, there are considerable differences in health 
between urban and rural populations, and mental health is no exception (Philo et al., 2003). 
Glaring differences can be observed between the mental health experiences of urban and rural 
populations. Some Canadians are deterred from seeking mental health services as they find the 
health care system too difficult to navigate (Brenes et al., 2015). While the incidence of mental 
health conditions remains similar between urban and rural areas, Sibley & Weiner, (2011) argue 
that the health and social resources available greatly favour urban centres, often leaving rural 
communities with service gaps and unmet health needs.  
Considerations of rural mental health also encounter the naïve assumption that rural areas of 
the province offer a simpler life for residents. In reality, there are a number of greater dynamics 
at play within rural communities that arguably make rural living more challenging. A variety of 
events outside of one’s realm of control can impact stress levels. Maddess (2006) argued that in 
rural communities, closures of economic hubs such as mines, mills and refineries due to low 
market prices, and school closures due to low enrolment are significant life stressors. To make 
matters worse, these economic events often have a ‘domino effect’ where the closure of one 
business or industry often causes the slowing and stalling of many others.  
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Mental health services available in rural communities are often provided by ‘generalists’ who 
service a diverse patient base (Ellis & Phillip, 2010; Jones & Palour, 1985; Philo et al., 2003; 
Pulakos & Dengerink, 1983; Snadden et al., 2019). The most common type of health care 
provider available in a rural community with mental health training is likely to be a general 
practitioner (GP), a nurse practitioner, or a registered nurse. Furthermore, Jones and Palour 
(1985) and Pulakos and Dengerink (1983) argued that these mental health service providers 
become generalists in that they see an assortment of mental health disorders and conditions, 
ranging from attention deficit disorders in children, to dementia in the elderly. This lack of 
specialization is taxing on both the client and the mental health professional (Fitzpatrick et al., 
2017). As described by Snadden et al. (2019), not all practicing health professionals are 
interested in the generalist nature of rural practice, and recruiting and retaining these 
professionals in rural communities remains a challenge.  
There has been much research that identified contributing factors that make rural mental 
health practice undesirable for health professionals; some of these factors include deterioration of 
small communities, rural poverty, geographical isolation, limited resources, and burnout 
(Oetinger et al., 2014). However, rural practice has positive and rewarding aspects that help to 
keep workers within the community, including low costs of living, greater recreational 
opportunities, beautiful natural surroundings, community connections and strong friendships, and 
a diverse client base and community needs (Oetinger et al., 2014). Eriksen et al.  (2013) note that 
commonalities and shared experiences actually help to make mental health workers more 
relatable to the rural populations they serve, recognising the overlap between what motivates 
healthcare workers to work in rural contexts are similar to the reasons that families and 
individuals choose to reside in rural and remote communities. Wainer and Chesters (2000), 
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indicate that a number of these aforementioned factors of rural and remote living, like 
community connectedness, strong relationships, and greater recreational opportunities, enhance 
mental health and support resiliency and recovery.  
2.4. Mental health impacts of resource extraction and development  
It cannot be denied that mining and oil and gas operations provide significant opportunities 
for communities. Major projects in these sectors increase employment and earning potential for 
both skilled and unskilled individuals and their families. While these industries offer economic 
and social benefits to residents, the lack of economic diversity can make communities more 
susceptive to boom and bust cycles. Periods of economic and social surplus are coupled with 
periods of economic downturn as industries die down and populations decrease as families and 
workers leave to pursue other employment; thus, the boom phase and the bust phase. Yet the 
impacts of the bust phase extend far beyond the economic sphere. The considerable negative 
social impacts experienced during the bust phase have left many researchers to question whether 
these communities are actually worse off in the long run; a phenomenon coined the ‘natural 
resource curse’ (Betz & Snyder, 2017, p. 207; Van der Ploeg, 2011).  
The degree of social and human health impacts experienced during boom and bust cycles 
vary greatly; however, research has documented health and social trends that are consistent at 
each phase of the boom bust cycle. During the boom phase, Shandro et al. (2011) documented 
higher rates of pregnancy and increased incidences of sexually transmitted infections in northern 
BC. Westwood and Orentstein (2016) argued that this can be attributed to the increase in 
temporary workers in a community who are often young single males with disposable income. 
Concerns have been raised about the way that temporary male workers experience ‘hyper-
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masculine’ culture in work camps, which leads many to participate in the high-risk lifestyle of 
hard partying and promiscuity (Goldenberg et al., 2008; Northern Health Authority, 2012). The 
work camp lifestyle that many young men find themselves in can have considerable long term 
mental health impacts, not least due to the ways that addictions can form and often worsen 
during bust periods when one experiences increased stress (Petkova et al., 2009). Roche et al. 
(2016) found traditional ‘masculine norms’ are prevalent in extractive industry. They articulated 
that these norms served to exacerbate stigma associated with mental illness and contributed to a 
reluctance to seek help. 
Petkova et al. (2009) found the impacts of resource extraction on mental health extended 
beyond the workers themselves into their social spheres. Hossain et al. (2013) described how 
individuals who are removed from the civilizing influence of friends and family can struggle 
emotionally. Similarly, Petkova et al. (2009) discussed how those abusing substances are more 
prone to experience familial breakdowns, domestic violence, and financial difficulties. Both 
Petkova et al. (2009), and Hossain et al. (2013), noted that temporary workers struggled to 
integrate into communities, which may contribute further to feelings of isolation.  
There are also increased rates of workplace injuries during periods of boom (Shandro et al., 
2011). Drug and alcohol impairment and fatigue put workers at an increased risk of having a 
workplace injury (Northern Health Authority, 2012). Workplace injuries are problematic for a 
number of reasons that extend beyond the injured worker. When workplace injuries occur, the 
onsite medical staff are only capable of providing a minimum level of care. Should the injury 
require emergency services, a community clinic or hospital resources will be used to provide 
care for the injured worker. The increase in workplace injuries provides additional stress on the 
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limited resources available in rural and remote clinics and hospitals, with the potential to further 
diminish access to medical resources for community residents.  
Bust phases cause economic and social hardship to residents once the temporary workforce 
has left the community as not only has the extractive industry cooled down, but temporary 
workers are no longer spending money and supporting local businesses (Badenhorst, 2014). 
Increased rates of mental health issues such as anxiety and depression characterize the bust phase 
as individuals and families struggle to cope with the economic stress (Shandro et al., 2011). 
Shandro et al. (2011) also described an increase in social problems such as family stress, 
violence towards women and children, and addictions during this period. Similarly, work by 
Godin et al. (2005) and Marchand and Blanc (2011) have linked job instability and insecurity as 
well as cumulative job stress with psychological distress in workers. This psychological distress 
then extends beyond the workplace and can impact individuals and their families (Marchand & 
Blanc, 2011) Industries relying on natural resource extraction and development experience 
market fluctuations which in turn results in unstable employment for unskilled workers. One 
study reported that men with repeated experiences of economic and job insecurity have increased 
levels of stress than men who are employed and considered financially stable and job secure 
(Watson & Osberg, 2017).  
The temporary workers that travel to and from rural and remote communities for work also 
experience impacts related to their field of work. Resource jobs can be fly-in-fly-out, or drive-in-
drive-out, operations with workers living away from their families and permanent residences for 
extended periods of time (Hossain et al., 2013). Workers living away from their families 
experience social isolation and families report disruption caused by the working parent’s 
schedule (Kinnear et al., 2013). These jobs can also have elements of shift work, which alters the 
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workers’ sleep schedules. Times of boom come with an increased population of both permanent 
residents and traveling workers. This inflated population places stress on existing infrastructure, 
health care systems, and social resources. Mental health impacts that can be triggered and 
exacerbated by natural resource extraction include: stress and loss of livelihood, increased food 
insecurity, decreased health status, increased social tension, and the deterioration of family and 
interpersonal relationships (World Health Organization, 2010).  
Community engagement sessions held in Prince George, BC in 2015 by the First Nations 
Health Authority (FNHA) of BC and the Northern Health Authority discussed the complex 
relationship between health and resource development. Communities from the health authority 
regions of the northeast, northwest, and the northern interior participated in a discussion at 
FNHA’s fall “sub-regional caucus” meeting in 2015 (First Nations Health Authority & Northern 
Health Authority, 2017). Participants were asked to identify impacts to health as a result of the 
presence of industry and extractive activities in their communities. Positive impacts were 
identified, yet the numerous negative impacts were also presented and discussed (First Nations 
Health Authority & Northern Health Authority, 2017), echoing a number of the same themes that 
have been documented in the literature cited above. The report from this meeting identified 
increases in mental health conditions, crime and violence, dependencies on drugs and alcohol, 
greater risk of pregnancy and STIs, increased demand on community health services, greater 
barriers to services, and inequitable distribution of wealth that extractive industry can bring to 
communities (First Nations Health Authority & Northern Health Authority, 2017). There was 
also concern that poor mental health outcomes and decreased access to services could impact the 
number of attempted and completed suicides.  
 21 
Inequity was a significant concern for participants in these discussions. Communities that are 
struggling are unable to take full advantage of the opportunities that industry has to offer (First 
Nations Health Authority & Northern Health Authority, 2017). This not only leads to an 
inequitable distribution of the benefits that accompany industry, but also the inequitable 
distribution of the negative social, environmental, economic, and cultural impacts (Harder, 
2016). Building community capacity and investing in baseline social capital in Indigenous 
communities can help to engage community members and assist in addressing the impacts (First 
Nations Health Authority & Northern Health Authority, 2017). This investment in social capital 
has the potential to be facilitated through the funding of a variety of programs. Looking at mental 
health specifically, programs that aim to dismantle barriers and increase access to mental health 
care, addiction services, and social worker services would be beneficial. 
2.5. Study Context  
When designing this two-phase research process, the choice was made to focus qualitative 
interviews with mental health service providers in Terrace, BC, which is situated in northwestern 
BC (see Chapter 3 for details of this part of the study). This section provides justification and 
context for this region of BC. Although the ‘northwest of BC’ is not a formal jurisdiction, it is a 
recognised sub-region of both Northern Health and FNHA, and is described as a large 
geographical area including small cities, towns, villages, Indigenous communities and reserve 
lands (MacLeod et al., 2019; Northern Health Authority, 2016). The communities of Terrace and 
Kitimat are located only 56 kilometers apart from one another (See Figure 1). The section below 
gives some history of the Indigenous peoples, settlers, and the land that would become the 
communities of Terrace and Kitimat. Figure 1 depicts the northwest health service delivery area 
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in light grey. Settler communities with over 2500 residents are designated by circular waypoints, 
and local Indigenous communities are designated by triangular waypoints.  
 
Figure 1: Map of the northwest HSDA showing the locations of Terrace and Kitimat, BC 
alongside settler and Indigenous communities. 
2.5.1. History of Terrace, Kitimat, and the surrounding area 
Terrace, Kitimat and the surrounding area has been consistently inhabited by Indigenous 
peoples for thousands of years (Kitselas First Nation, 2020). The Tsimshian are a group of 
Indigenous nations that traditionally resided along the north coast of BC and farther inland, 
including the present-day community of Terrace (Kitselas First Nation, 2020; Kitsumkalum First 
Nations, 2020). The Haisla, another group of Indigenous people, traditionally lived around the 
Douglas Channel and present-day Kitimat (Haisla Nation, 2020). While the Haisla and the 
Tsimshian resided in close proximity to one another and shared some cultural similarities like 
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matrilineal kinship systems, strong roles for women, and complex trade societies, each maintain 
distinct languages (Johnson, 2010; Kerby, 1984; Suttles, 1978). It is estimated that Indigenous 
settlements in this region began over five thousand years ago with the establishment of villages 
in strategic locations along the Skeena and Kitsumkalum Rivers (Kerby, 1984; Martindale & 
Marsden, 2003). However, artifacts from a settlement on the traditional territory of the 
neighbouring Heiltsuk Nation south of Kitimat has dated back 14000 years (Nair, 2017).  
The Terrace area became a focal point for Tsimshian culture, as the area was rich in salmon 
and other wildlife, and the location on the river allowed the Kitselas Nation to control travel and 
trade between coastal and interior nations (Kerby, 1984). Early European contact with these 
nations was likely made around 1820 to 1829 by the Hudson’s Bay Company, and the Fort 
Simpson fur trading post was later built by 1834 (Marsden & Galois, 1995). The population 
numbers of Indigenous populations within this region had decreased rapidly by the late 1800’s as 
diseases like smallpox swept through communities in 1865 and again in 1885. By mid to late 
century, 80 to 90 percent of BC’s Indigenous people had been lost to diseases brought by 
Europeans (Suttles, 1978). Surviving Kitsumkalum and Kitselas individuals and families 
migrated towards the coast to work in fish canneries in Port Essington on the northwest coast of 
BC, as wage employment became a favourable alternative to subsistence economies as the 
populations of Indigenous peoples declined (Kerby, 1984; McDonald, 2013).  
The wealth of natural resources and agricultural land in the region drew in Europeans and 
settlers to the area beginning in 1880. By 1890 the Hudson’s Bay Company began using 
sternwheel river steamers to carry supplies, and by 1910 with the construction of the Grand 
Trunk Pacific Railway there were 10 sternwheel steamers operating on the Skeena River (Kerby, 
1984). Natural resources drew in settlers and entrepreneurs as the fishing and forestry sectors 
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expanded leaving Indigenous peoples disenfranchised and left with the fallout of rampant 
resource extraction and development (Frost, 2019). World War I slowed the influx of settlers, but 
jobs in timber processing and forestry, and agricultural land continued to attract settlers after the 
war. 
By 1951 Terrace was home to about 961 residents (Kerby, 1984). In 1951, the first aluminum 
smelter in BC was proposed by Alcan. The project would be the largest public-private 
partnership in Canada, with a total cost of $500 million (Aluminium Association of Canada, 
2017). The demand for aluminum had skyrocketed through the First and Second World Wars as 
aviation and defence technologies, consumer products, and construction practices embraced the 
new lightweight material (Cross, 2016). However, the process of smelting aluminum required 
considerable access to inexpensive electric power. To meet this demand, the Nechako River was 
chosen as the water source to provide power for the newly proposed aluminum smelter. The 
Kemano I agreement between Alcan and the Province granted Alcan the right to dam the 
Nechako River, and divert water from the Nechako and Nanika Rivers to flow through a tunnel 
to the site where a hydroelectric facility was to be built (Harrison, 1996). The agreement also 
gave Alcan the timber and mineral rights to the land that was to be flooded by the 358-acre 
reservoir during the diversion of the Nechako River, as well as the right to purchase 14000 acres 
of land that was to become the town site for Kitimat (Christensen, 1995). Alcan’s massive 
Kemano project included the construction of the aluminum smelter, a large intake tunnel through 
the Coast Mountains, a 358-acre reservoir behind the dam, and the Kenney Dam and its 
hydroelectric complex, the Kemano Generating Station. The operation began in 1951 and was 
functional by 1954. 
 25 
The topography and geography made Kitimat an ideal location for Alcan to access 
international markets through the Douglas Channel (Cross, 2016). Alcan executives recognized 
the development of the town site of Kitimat would be an essential component to the smelter’s 
success. Clarence S. Stein was appointed as director of planning for the townsite in an effort to 
ensure Kitimat was not only a place of ‘high-tech industry’, but also a ‘symbol of that 
modernity’ (Cross, 2016, p. 10). Kitimat was renowned for being a high tech industrial centre 
and a wild yet comfortable frontier town (Cross, 2016). It was initially predicted that Kitimat’s 
population would rise to be as high as 50,000; however, the population peaked in the late 1970s 
and early 1980s at 13,000 (District of Kitimat, 2014). In present day, Kitimat has a population of 
8131, and Terrace has a population of 15,723 according to 2016 census data (Statistics Canada, 
2017a).  
2.5.2. Demographics of the northwest 
As depicted in Figure 1, the northwest of British Columbia is a large geographic area; yet 
only 2 percent of the province’s total population resides within the region (Foster et al., 2011; 
Statistics Canada, 2019). Provincially, 5.9 percent of BC’s total population identified as 
Indigenous (Statistics Canada, 2016). In northwest BC, nearly one-third of the population or 
30.03 percent identified as Indigenous as per the 2006 Census (Foster et al., 2011). More recent 
data from the 2016 census concluded that 35.9 percent of the population of the Kitimat-Stikine 
regional district census area identified as Indigenous (Statistics Canada, 2017b). In BC there are 
considerable geographical differences in where Indigenous populations reside, with more 
Indigenous people living in rural and Indigenous communities.  
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2.5.3. The ongoing influence of industry in northwest BC 
Northwest BC has a clearly defined economic relationship with mining, oil and gas 
extraction and delivery, and the region continues to be a significant player in the Canadian 
resource economy today (Halseth et al., 2015). Considerable investments are being made in 
northwest BC in mining and oil and gas processing as both markets trend upwards. In 2018, 
LNG Canada announced the construction of a massive LNG export facility in Kitimat, BC and 
construction is well underway (Northern Development Initiative Trust, 2019). LNG Canada 
predicts to move an estimated 14 million tonnes of LNG per year from the Kitimat site to 
international markets once operational.  
When considering LNG in particular, the majority of the natural gas extraction in BC takes 
place in northeast BC. There, natural gas is condensed and transported from the northeast to the 
northwest through pipelines. The transportation and delivery of LNG is what impacts local 
communities in the northwest region of BC. By looking at the greater supply chain we observe 
that the impacts of resource extraction and development extend far beyond the originating source 
of the natural product and result in ‘upstream’ ‘midstream’ and ‘downstream’ impacts as the 
product moves from extraction and production, to global markets (Buse et al., 2016). Buse et al. 
(2019) suggest that there are wide-ranging differences between the impacts experienced in the 
upstream producing regions, the midstream transport corridors, and the downstream processing 
and transport communities.  
Since the beginning of this research, a number of the major projects have been proposed in 
northwest BC. Some have moved into the construction phase and others, including the Pacific 
NorthWest LNG project have been cancelled (Rizzoli, 2017). Furthermore, there has been 
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considerable public opposition, specifically around pipelines, from a number of communities and 
Indigenous groups proximal to potential projects that have the capacity to negatively impact 
BC’s coastlines and damage traditional territories (Proctor, 2020). While a boom is predicted 
with the anticipated new facilities, in actuality it is difficult to foresee what the future holds for 
northwest BC. The unpredictable nature of natural resource extraction and development is 
challenging to manage for communities, industry, and health authorities. Additionally, research 
has shown that during the speculative phase of industry, the period of time before decisions are 
made to go ahead with an industrial project, community awareness of the possibility of the 
project occurring has impacts within a community (Buse et al., 2016).  
2.5.4. Mental health resources and services in Terrace and Kitimat, BC 
The population characteristics, rurality, and the strong presence of resource development 
activities provides a unique study context to examine the mental health and well-being impacts 
associated with resource development. Another key feature of this context are the mental health 
and wellness services and resources available within the communities. As depicted in Figure 1, 
Kitimat and Terrace are located in the northwest Health Service Delivery Area (HSDA). The 
Northern Health Authority works to provide Terrace and Kitimat with access to primary health 
care, as well as access to mental health, wellness, and social services (Northern Health Authority, 
2015a). The communities are also served by the First Nations Health Authority (FNHA) which 
was established in 2013. FNHA works with Northern Health to provide effective and appropriate 
care to communities throughout northern BC (First Nations Health Authority, 2020). Mental 
health resources within the communities include a primary care hospital, an inpatient psychiatric 
unit, counselling and medication clinics, and an Intensive Case Management Team (ICMT).  
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The Mills Memorial Hospital in Terrace has an adult psychiatric inpatient unit (PIU) with 10 
beds (Northern Health Authority, 2018). Terrace is one of northern BC’s four communities to 
have an adult PIU, and it is the only unit of its kind servicing the northwest HSDA. Individuals 
can access these services through the emergency department, through Mental Health and 
Addiction Community Services, or by physician referral. Adult Rehabilitation and Recovery 
Services are available in Terrace as well, providing varying levels of care to individuals who 
require mental health and/or substance abuse services (Northern Health Authority, 2018). 
Terrace is home to the Seven Sisters Rehabilitation & Recovery Program, which is a program 
for adults living with mental illness. With 20 beds, this 24-hour residential program aids adults 
with a diagnosis of persistent or severe mental illness (Northern Health Authority, 2015a). 
Birchwood House in Terrace is similar to Seven Sisters in that both provide 24-hour residential 
care to adults with a diagnosis of persistent or severe mental illness. Birchwood is a smaller 
residence with eight beds, five of which are reserved for Northwest Mental Health and Addiction 
clients, and the remaining three as Regional Tertiary Specialized Housing Resources for the 
northwest HSDA. Terrace also has the NW Intensive Case Management Team which works with 
individuals and families to improve health outcomes for individuals struggling with substance 
abuse issues and homelessness with or without mental illness. The team focuses on the many 
determinants of health besides the physical and assists clients with housing, poverty, and barriers 
to access through community out-reach (Northern Health Authority, 2018).  
There are also a number of community programs by generalist teams in Terrace that work to 
coordinate care for individuals with varying degrees of mental illness. The Youth Community 
Outpatient Service in Terrace provides mental health assessments, individual and group therapy 
sessions, life skills training, and support for youth and their families (Northern Health Authority, 
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2015b). Developmental Disabilities Mental Health (DDMH) is a service in Terrace that works 
with individuals 14 and older with developmental disabilities who are experiencing mental health 
issues and challenging behaviours (Northern Health Authority, 2015b).  
Kitimat is a considerably smaller community than Terrace. Given the proximity between the 
two, Kitimat is home to fewer mental health services. The Positive Living Society provides 
mental health and addictions services, case management, and community outreach. Self-referral 
allows anyone to access these services freely, but to see a psychiatrist will require a referral from 
a physician (Positive Living Society, 2018). The Mental Health and Addictions Community 
Program offers some specialty services like DDMH, as well as life skills training, education, 
medication management, case management, and crisis response to the community (Northern 
Health Authority, 2015b). Similar to the Positive Living Society, the Mental Health and 
Addictions Community Program allows for self-referral except when psychiatric appointments 
are requested.  
Most community programs in Terrace and Kitimat are supported by generalist teams. A 
diverse variety of professionals and auxiliary workers are employed in the field of mental health 
support in the communities of Terrace and Kitimat. Health provider positions like physicians, 
psychiatrists, psychiatric nurses, registered psychologists, and social workers can be difficult to 
staff in rural and remote communities. A search of the directory of the College of Physicians and 
Surgeons of British Columbia indicates that there is only one psychiatrist employed in Terrace 
(College of Physicians and Surgeons of BC, 2018). No psychiatry services are available in 
Kitimat. The vast majority of the support provided to individuals in these two communities is 
coming from more generalist positions such as nurses, social workers, and community mental 
health workers. 
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The impacts of environmental change on mental health and well-being, experiences of 
mental health care in rural communities, and the mental health impacts of resource development 
were explored through the literature review. Given the historical and ongoing influence of 
industry, Terrace and Kitimat provide a unique setting to explore how resource development 
influences the experiences and perspectives of mental health service providers. The context of 
the two communities also provide space for comparing the global literature review to the 
experiences of those service providers practicing within the communities.  
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CHAPTER 3: METHODOLOGY AND RESEARCH DESIGN 
3.1. Introduction 
This chapter provides an orientation to the methodology and methods of this research. The 
chapter commences with attention to epistemology and then provides an overview of the 
methodological influences on how the research was conceptualized and designed in a series of 
phases. In the second half of this chapter the research design and specific methods are discussed 
in greater detail, in relation to the targeted systematic review and interviews with mental health 
service providers. Methodological and ethical considerations regarding participant recruitment 
and data collection will also be discussed.  
3.2. Epistemology and Methodology 
Epistemology is the study of knowledge and how it is attained, defined, and conceptualized 
(Carroll, 2012). This research is informed by and rooted within a set of theoretical perspectives 
that are unique to the experiences, training, and relationships of the researcher (Creswell, 2014). 
It is important to recognize that my experiences, education, and world views inevitably influence 
and shape the research that I conduct (See positionality statement in Chapter 1). The following 
paragraphs discuss the theories and social constructs that informed the methodologies and 
positioning of the research.  
Carroll (2012) describes methodology as the philosophical combination that utilizes both 
theory and methods to inform inquiry and collect and analyze data; that is, it is far more complex 
than a mere description of the methods used by the researcher. The following section describes 
key theoretical and conceptual factors that influenced the framing of this research and aided in 
conceptualization of the research design, including both ecosystems approaches to health 
research and the social determinants of health.  
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3.2.1. Ecosystems approaches to health research 
Ecosystem approaches to health (also known as ecohealth) assisted in the theoretical and 
conceptual framing for this research and therefore the overall  approach to answering the 
research questions (See Chapter 1.3) (Asakura et al., 2015; Charron, 2012). Ecosystem 
approaches to health are informed by six principles: transdisciplinarity, participation, gender and 
social equity, systems thinking, sustainability and knowledge to action (Charron, 2012). In 
combination, these approaches connect considerations of the natural environment and the social 
determinants of health through systems thinking, while recognising the interactions both between 
and within these two systems (Charron, 2012). Lisitza and Wolbring (2018) discussed ecohealth 
as an emerging field that aims to reduce compartmentalization of health issues and better 
integrate and address the determinants of health. Further, Asakura et al. (2015) maintained that 
ecohealth considers disparities in quality, vulnerability, and resilience of ecosystem connections 
beyond the scope of the social determinants of health alone. Butler and Friel (2006) considered 
ecohealth to be a valuable discipline linking environmental factors and mental health and 
wellness.  
When considering the context of this research, resource development activities have the 
capacity to change physical landscapes. These ecosystems provide valuable natural resources 
that are not only economically valuable, but also intrinsically valuable as spaces that promote 
health and wellness (Charron, 2012). Of the six principles mentioned above, the focus of this 
research on the mental health impacts of resource development resonated especially with the 
principle of ‘systems thinking’, due to the interaction across economic, social, environmental, 
and health themes. Ecohealth approaches also offer nuanced insights into issues of social and 
 33 
gender equity, which is especially relevant to the systemic inequities that are an important 
feature within the context of this research (Webb et al., 2010).  
3.2.2. Social determinants of health 
Another conceptual and theoretical influence on this research is the framing of the social 
determinants of health. When exploring complex issues and inequities it is important to 
remember the underlying indirect constants that shape the lives of individuals, communities, and 
societies (Mikkonen & Raphael, 2010). Mikkonen & Raphael (2010) argued that some health 
inequities between Canadians can be explained by the social determinants of health, including 
Aboriginal status, disability, gender, early life, education, employment and working conditions, 
food insecurity, health services, housing, income and income distribution, race, social exclusion, 
social safety net, and unemployment and job insecurity. Resource development can bring 
considerable wealth into northern BC communities, yet this wealth is often short-lived, and often 
associated with boom and bust cycling that has particular impacts on income, which Mikkonen 
& Raphael (2010) emphasized is the most significant social determinant of all.  
When considering mental health specifically, Allen et al. (2014) emphasised that mental 
health and illness can impact all members of society regardless of income, not only those who 
are most financially disadvantaged. While income is significant, many risk factors that are 
associated with mental health experiences and disorders are highly associated with social 
inequities (Allen et al., 2014). Experiences of poverty, discrimination, exposure to violence, and 
job instability have been cited as risk factors that are significant to mental health and well-being 
(Yoshikawa et al., 2012).  
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Recognizing how the social determinants of health influence individuals and communities is 
integral to understanding the experiences and perspectives of health care providers working in 
Terrace and Kitimat. Terrace and Kitimat are diverse communities with rich histories from both 
settlers and Indigenous peoples. During the framing and conceptualization of this work it is 
important to remember both the historical and contemporary realities that influence the fabric of 
the greater community.  
3.3. Research design and phases of research  
Informed by the literature insights in Chapter 1, and the social theories noted above, the 
research was designed to gain insight into both the global and local considerations in relation to 
mental health and wellbeing in relation to resource development. The phases of research were 
designed to address the research questions presented in Chapter 1 by combining two threads of 
inquiry, each presented in different chapters. Phase 1 addressed Research Question 1 by 
examining what mental health and well-being impacts are documented globally through a 
targeted systematic review of the literature reflected in findings presented in Chapter 4. Phase II 
used qualitative methods to address how we understand and approach these impacts contextually 
in northern BC (Research Question 2). In order to answer Research Question 3, the research also 
involved the comparison of insights from both Phase I and II, synthesising insights from the 
global published literature with the regional perspectives and lived experiences of mental health 
service providers in Terrace and Kitimat. Table 1 provides an overview of the relationship 
between the phases, specific methods and research activities, and how these link to both the 
research questions and the structure of the thesis.    
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A notable feature of the research design and phases, summarised in Table 1, are the different 
units of analysis involved throughout the different phases of the research process, which not only 
reflect the complexity of systems involved, but also the contextual details able to be identified 
within each different unit of analysis.   
Table 1 – Phases and timeline of research: links to research questions and thesis structure 
Phase Action or activity Timeline  RQ and 
Chapter 
Scoping, 
proposal, and 
development 
Background literature search, coordinating HIRED 
dataset access, working through dataset as observer 
and research assistant 
Jun – Sep 
2017 
(All 
Chapters) 
Meet with HIRED research team to discuss a targeted 
systematic review on the topic of mental health and 
well-being 
Complete literature review and develop thesis proposal 
combining targeted systematic review and interviews 
with service providers in Terrace and Kitimat, BC 
Phase I: 
targeted 
systematic 
review 
Data cleaning and preparation for review, create 
inclusion and exclusion criteria with input from 
HIRED team. 
Sep 2017 – 
Jan 2018 
Research 
Question 1: 
 
(Chapter 4)  Apply inclusion/exclusion criteria. Final sample n=29 Apr – Jul 
2018 
Data extraction from articles, analysis conducted. 
Codes developed and nested model created 
Jul – Sep 
2018 
Findings and discussion written up into chapter 4 Sep – Oct 
2018 
Phase II: 
interviews 
with mental 
health service 
providers 
 
Question guide created to guide interviews based on 
findings from targeted systematic review 
Oct 2018  
Research ethics approval granted for phase II from 
UNBC and Northern Health Authority 
Northern Health operational approval granted 
Aug – Sep 
2018 
Research 
Question 2: 
 
 (Chapter 5) Participant recruitment through public and private 
sectors in Terrace and Kitimat. Coordinate and conduct 
interviews with participants 
Nov 2018 – 
May 2019 
Transcribe interview data, return transcripts to 
participants for participant checking  
Analyze interview data, generate key themes and 
findings 
May – Jun 
2019 
Writing thesis 
and defense 
Synthesizing findings from phase I and II, writing 
thesis 
Jul- Sept 
2019 
Research 
Question 3: 
 
 (Chapter 6) 
Thesis writing and revisions Oct 2019 - 
Mar 2020 
Knowledge translation and sharing with organizations 
and participants 
May 2020 
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For the targeted systematic review of the literature (Phase 1), the unit of analysis examined a 
large global scale. Phase II of the research then shifted the unit of analysis to a smaller 
community level to engage with other sources of knowledge and embrace transdisciplinary 
research through human lived experiences (Webb et al., 2010). Phase II involved interviews with 
individuals who provide both formal and informal mental health support to individuals within the 
communities of Terrace and Kitimat. By examining the research questions through different 
scales of analysis, the researcher is able to draw on multiple perspectives and data sources in an 
effort to extract both depth and meaning in context (Padgett, 2012). 
3.4. Phase I: Targeted systematic review 
The origins of the HIRED database and research team were introduced in Chapter 1 (1.1. 
Study Rationale and Purpose). Informed by the scoping phase (Table 1), and with input from the 
HIRED research team, a guiding question was created and refined, and adapted to Research 
Question 1 for this research, as described in Chapter 1: How do the sources within the HIRED 
dataset describe the ways that natural resource extraction and development impacts on human 
mental health and well-being? 
The first phase of work in the targeted systematic review was to examine the HIRED dataset 
as well as a preliminary report from the initial scoping review (Reschny et al., 2018). This report 
summarized the contents of the dataset, including gaps in the literature, and outlined the need for 
a series of targeted systematic reviews to focus on particular areas of interest. Reschny et al. 
(2018) estimated that within the HIRED dataset, items pertaining to mental health and well-being 
would make up very few of the total inventory. This background and input from the HIRED 
research team (including supervisors) led to the creation of a strict set of inclusion and exclusion 
criteria.  
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3.4.1. Inclusion and exclusion criteria 
From the initial scoping review, some criteria for the targeted systematic review did not need 
to be defined. Items populating the dataset are limited to English language and to those published 
between 1995 and 2015, reflecting parameters for age and timeline that were set at the onset of 
the HIRED scoping review. For the purposes of this targeted systematic review, peer-reviewed 
literature was included, with items that are not peer-reviewed being excluded. A summary of 
inclusion and exclusion criteria is provided in Table 2.  
Table 2 - Inclusion and Exclusion criteria for targeted systematic review  
Included Excluded 
English language, published between 1995-
2015 
Items published in other languages, and 
items published outside of the date 
parameters (1995-2015).  
Items that include mental health conditions, 
stress, psychosocial, well-being, and/or 
emotional health 
Items about exclusively physical health 
issues/outcomes 
Include documents where item describes 
mental health care service provision, 
support, and health promotion 
Items with vague reference to mental health  
Include documents with items describing 
experiences of suicide; both successful and 
attempted 
Conference proceedings, cases, comments 
on articles, letters to editors, and 
discussions on articles.  
GDP: High and upper-middle income 
countries 
GDP: Low and lower-middle income 
countries  
Individual or community outcomes relating 
to mental health and well-being 
Physical work-related injury, physical 
work-related outcomes   
 
Following the schema proposed by Moher et al. (2009), items that met the inclusion and 
exclusion criteria in Table 2 were extracted from the HIRED dataset. Figure 2 depicts the 
outcomes of each stage of application of these criteria. First, a key word search was conducted to 
identify items of interest from the dataset. Titles and abstracts were screened for key terms and 
phrases including: ‘mental health’, ‘depression’, ‘stress’, ‘psychosocial’, ‘well-being/wellbeing’, 
 38 
‘suicide’, ‘solastalgia’, ‘mood’, ‘quality of life/QoL’ and/or ‘emotional health’. Titles and 
abstracts that did not contain any of the aforementioned key words were not included in the final 
sample. The key word search yielded 322 items, which were then combined with two existing 
mental health and well-being codes that were applied during the screening phase of the initial 
HIRED scoping review (See Section 4.2). These existing codes were titled 4A and 4L. The code 
4A was applied to items containing information about ‘mental or psychosocial health impacts, 
including trauma and stress’, and the code 4L tag was applied to items containing information 
about ‘well-being/quality of life impacts’. These additional 159 items with 4A and 4L coding 
were added to the keyword search results and duplicates were removed, yielding 279 unique 
items. In Figure 2, a PRISMA flow chart documents the application of the inclusion and 
exclusion criteria (Moher et al., 2009).  
For the 279 items (combined total following removal of duplicates), a title and abstract 
screen was conducted. This involved reading through the title and abstract of each source to 
gauge the relevance of each keyword present. Using the search term ‘stress’ as an example, 
stress caught both ‘mental distress’ and ‘oxidative stress’ and the latter needed to be removed 
from the review. Items that did not meet the content criteria (made only vague reference to 
mental health and well-being topics) were excluded at this time.  
Next, items where the research was conducted in low income or lower-middle income 
countries were excluded, while research performed in upper-middle and high income countries 
was included. World Bank economic criteria (GDP) was applied to remove literature published 
from countries that are categorized as low income and lower-middle income. This resulted in the 
removal of 38 items. Next, titles, abstracts and descriptions were screened to determine the 
relevance of the item. At this stage items were rejected from the sample if they did not meet the 
 39 
inclusion criteria. Application of exclusion criteria removed an additional 188 articles, leaving a 
total of 53 articles for full-text screening. At this stage, items were rejected if they were found to 
contain only vague reference to the topic. This resulted in a further 24 articles being excluded 
from the dataset. The final dataset was pared down from the original 2800 to 29 items.  
 
Figure 2: PRISMA Flow Diagram inspired by Moher et al. (2009), documenting the inclusion 
and exclusion of sources during the targeted systematic review. 
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3.4.2. Data extraction 
Once the final selection of 29 articles was made, data was extracted from each article using a 
checklist adapted from other approaches to systematic reviews (Cooke et al., 2012; Critical 
Appraisal Skills Programme, 2017; Liberati et al., 2009). These sources informed the creation of 
an inclusive checklist allowing information to be extracted from the articles using a standardized 
process. The Critical Appraisal Skills Programme (2017) checklist was used in a similar 
systematic review performed by MacTaggart et al. (2016). MacTaggart et al. (2016) included 
studies with qualitative, quantitative, and mixed methodologies as well as a variety of diverse 
research designs and analysis methods. Given the similarities between MacTaggart et al. (2016) 
and this targeted systematic review, the methodology from MacTaggart et al. (2016) was helpful 
in not only designing a standardized data extraction tool, but also in helping to conceptualize the 
analysis during the early research phases.  
The data extraction checklist was broken down into five categories: general information, 
population and setting, methods, outcomes, and discussion. General information collected the 
date, title, publication type, research type, country of origin, economic level (upper-middle or 
high income), and funding source where applicable. The population and setting category 
gathered descriptive information about the population of interest and the method of recruitment. 
The methods category gathered information describing the purpose of the research, study design, 
and sampling techniques. The outcomes category collected the measurable study outcomes, key 
findings, and concluding information. Finally, discussion included the generalizability of the 
work, overarching themes, and implications for future research where necessary. The adapted 
checklist informed by Cooke et al. (2012), Critical Appraisal Skills Programme (2017), and 
Liberati et al. (2009) can be found below in Table 3.  
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Table 3 – Data extraction form informed by Cooke et al. (2012), Critical Appraisal Skills 
Programme (2017), and Liberati et al. (2009). 
General Information 
1. Date extracted 
2. Title 
3. Publication type 
4. Research type: (qualitative, quantitative and mixed-methods research) 
5. Country/countries where study was conducted 
6. Economic level: UMIC or HI  
7. Funding source 
Population and Setting 
8. Population description (from which study participants were drawn, characteristics) 
9. Method through which recruitment took place (how participants were contacted) 
Methods 
10. Aim or goal of study (Phenomenon of interest: qualitative research examines how and 
why certain experiences, behaviours and decisions are occurring)  
11. Study design 
12. Sampling technique (What data collection methods were used? Was the data collection 
adequately described and rigorously conducted?) 
Outcomes 
13. How were outcomes measured? (self-reported, measured etc.) 
14. Key findings 
15. Evaluative summary (Draw together brief comments on the study as a whole and its 
strengths and weaknesses. Is further work required? What are its implications for 
policy, practice and theory if any. Include subjective measures such as experiences, 
behaviours, and attitudes) 
Discussion 
16. Generalizability (to what extent are the study findings generalizable? How applicable 
are the study findings to the experiences here in Canada?) 
17. Themes 
18. Implications for future research 
 
3.4.3. Analysis 
The final dataset of 29 articles was analyzed using a narrative synthesis. Narrative synthesis 
was also used in MacTaggart et al. (2016) and is noted to fit well with a diverse dataset and a 
small sample size. Narrative synthesis allowed description and assessment of the methodological 
quality of each item, and systematically highlighted critical characteristics of each study 
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including study design, interventions, and populations (Ryan, 2013). Data for the Narrative 
synthesis were extracted using the checklists and organized into an Excel table broken into the 
categories defined by the organizational checklists. Once data were organized into the main 
categories (general information, population and setting, methods, outcomes, and discussion) the 
data were ready to be coded. The first level of coding was descriptive coding, which involved 
pouring over the main categories and extracting descriptive codes describing emerging themes 
and trends in the data. A codebook defining each code was created in tandem with the coding 
process taking place in Excel. Constant comparative method was used during the first-level 
coding to modify an existing code to fit the dynamic definition, or where necessary a new code 
was developed (Charmaz, 2006). Codes were defined and named as they arose and recorded as 
they grew and developed through the analysis process. This descriptive process yielded 31 
unique codes present within the dataset (See Appendix A).  
Once the checklist categories for all 29 sources had been thoroughly examined and codes 
created, tabulation coding began. In order to produce an accurate narrative of the articles, 
tabulation coding provides a structured method for organizing data using Excel (Arai et al., 
2007). This method involved creating a coded table and counting the number of times each code 
appeared across each of the 29 sources. Across all codes, this process resulted in 240 counts of 
codes present within the dataset. Finally, descriptive codes were manually grouped into four 
overarching categories arranged in a circle and diffusing outwards. These main themes better 
characterize and define the data as a whole. Using thematic analysis techniques adapted from 
Braun & Clarke (2006), this process of organizing descriptive codes into main themes included 
defining and refining in order to better capture the essence of each theme, and refining the 
themes as their own entities to capture how each integrates into the greater picture of the data.  
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The findings from the targeted systematic review are presented in Chapter 4. This includes a 
breakdown of the four overarching themes as well as their descriptive codes. The discussion 
section in Chapter 4 describes the findings in relation to the literature review section, as well as 
how the findings from the targeted systematic review framed and influenced the interviews with 
mental health service providers conducted in Phase II.  
3.5. Phase II: Interviews with Mental Health service Providers 
Following the targeted systematic literature review on mental health and well-being, 
interviews were coordinated with mental health service providers in Terrace and Kitimat, BC. 
The second phase of this research was conceptualized to answer Research Question 2 (See 
Chapter 1) and to compare the global literature results from the targeted systematic review with 
the experiences and perspectives of mental health service providers working and living in 
northern BC communities. Qualitative methods were used in Phase II of this research to allow 
for more thoughtful and comprehensive inquiry of the complex systems and relationships at play 
(Valdez et al., 2017).  
3.5.1. Ethical considerations  
Ethics approval from the University of Northern British Columbia was required to conduct 
interviews with mental health service providers. Additionally, ethics approval and operational 
approval was sought and granted from the Northern Health Authority. Ethics approvals were 
gained in August of 2018 (E2018.0206.016.00H) and renewed in July of 2019.  
This research was considered to be minimal risk according to the Tri-Council Policy 
Statement 2 guidelines for risk assessment. The act of participating in the interview process did 
not place the participant at any greater risk than they would encounter in their everyday life. 
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Nonetheless, it is of the utmost importance to consider all the potential ways that participation in 
this research could impact participants. The mental health service providers recruited for this 
study were categorized as medium vulnerability. This medium designation was chosen due to the 
potential power imbalance between the participant and their employer. It was recognized that 
some participants may be reluctant to criticize their employer as this has the potential to impact 
or jeopardize their work environment or social status in the workplace.  
At the onset of their interviews, participants reviewed an information letter and signed 
consent forms. The information letter and consent forms outlined the potential risks, data 
security, anonymity, and ensured participants understood they could skip any questions they did 
not wish to answer and could terminate the interview at any time. Participants signed the consent 
form, which was retained by the researcher, and kept the information letter.  
Data security was also important throughout this process. Due to the small size of the 
communities where interviews took place, anonymity could not be guaranteed. Even so, extra 
care was taken by ensuring that participants’ names were not documented on the transcripts and 
they were assigned a numerical identifier in an effort to maintain confidentiality. Identifying 
numbers were broken down into the year (2018), the date (11-20), and the order of interview (1). 
For simplicity quotes from participants (presented in Chapter 5), are attributed to their order of 
interview. Electronic documents, including transcripts and email correspondence between 
participants and the researcher are password-protected to protect the privacy of participants.  
3.5.2. Participant recruitment and criteria  
As the type of research being performed was qualitative in nature, careful and purposeful 
selection of participants was essential. Participants were required to be 19 years of age or older, 
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and participants must have been practicing at their given profession or service for at least six 
months prior to the commencement of the interview. The six month period was chosen in order 
to exclude short term contract workers and students on placements, while also including 
professionals who have only worked in the communities for a short time due to the high rates of 
turnover and burnout observed in many of these professions.  
Participant recruitment began following ethics approval from the Research Ethics Boards at 
both the University of Northern British Columbia and the Northern Health Authority (See Table 
1). Mental health service providers in Terrace and Kitimat from a variety of public and private 
sources and organizations were contacted. The Northern Health Authority assisted with 
recruitment by circulating a recruitment poster and email from management to their respective 
local staff in Terrace. Staff were asked to contact me via phone or email if they were interested 
in participating or if they wanted more information about the project. Potential participants were 
also welcome to share the email with anyone they thought might be interested in participating. 
As well, private clinics, wellness centres, counsellors, and alternative therapists were contacted 
via phone and email in an effort to diversify the sample. These private sector participants were 
canvased through an internet search of Google, LinkedIn, and Psychology Today’s therapist 
locator tool. There were three rounds of recruitment which resulted in two visits to Terrace to 
conduct interviews. Visits from Prince George to Terrace took place in November of 2018 and 
May of 2019. The first round of recruiting in November yielded only three participants. The 
second round in February yielded no participants, and the third round in May 2019 yielded five 
participants. 
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3.5.3. Interview process 
A semi-structured question guide was created, informed by the overall literature review 
(Chapter 2), and the findings of the targeted systematic review (see Chapter 4), which both 
helped to identify topics and areas where interviews with service providers could provide greater 
detail through conversations. The question guide can be found in Appendix D. The four main 
areas of concern identified by the targeted systematic review were workers’ mental health and 
wellness, impacts to families and those immediately related to workers, indirect impacts to the 
community, and greater contextual impacts. The question guide used a semi-structured interview 
style, which is characterized by open ended questions which retain the flexibility to pursue issues 
that arise spontaneously through conversation (Berg, 2009). The question guide allowed for 
room to explore pieces of information as they arose organically, and to gently probe further for 
information.  
Interviews were conducted either in person or over video conference when necessary. 
Interviews were conducted in the setting that was most accommodating to the participants. This 
was most often their place of work. Initially the plan was to conduct all interviews in person; 
however, after reaching out to individuals multiple times and not being able to coordinate in 
person, compromises were made to complete this research within a reasonable timeline.  
Video conferencing was used during three of the eight interviews. Where video conferencing 
was used, interviews with participants were conducted over the participant’s preferred platform.  
These were the same platforms providers used to conduct their work and services with private 
clients. This ensured a confidential and secure platform was being used to conduct research. In-
person interviews took place at the participants’ place of work, as all participants expressed that 
they were comfortable participating in the interview process at their workplace. Interviews 
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typically lasted between 35 and 75 minutes in duration and were recorded using an audio 
recording device with written consent from participants. All eight participants consented to 
having their voice recorded and understood that only I would have access to the audio files and 
transcripts.   
Participant checking of transcripts proved to be an important step in the interview process, 
and involved seeking comment and approval from the participants (Birt et al., 2016). Participants 
were given the opportunity to review their transcript following the interview to add, remove, or 
modify any information of their choosing. Participants were given a two week period to review 
their transcripts (see Table 1). After this time the participants returned their transcripts to the 
researcher with their edits and alterations. The interview transcripts were then edited based on 
input from the participants to ensure that specific identifying information such as names, titles, 
workplaces, or specific events were altered or removed to protect the participants confidentiality 
while preserving their words and meaning where possible. Some participants noted or 
highlighted sections they wanted edited. In this case the transcripts were edited to remove 
identifying information and returned to the participant for their approval. Participants had the 
opportunity to approve all edits and final copies of the transcripts prior to beginning data 
analysis.  
3.5.4. Analysis  
Given the nature of Research Question 2 and the qualitative data collected, the analysis was 
data-driven and inductive rather than deductive and hypothesis testing (Elo & Kyngäs, 2008). 
Thematic analysis was performed using Braun and Clark’s (2006) methods for qualitative 
researchers as a guide. Thematic analysis is a flexible research tool that assists the researcher in 
transforming the data into a rich and detailed account of the phenomena (Braun & Clarke, 2006). 
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Braun and Clarke (2006), created a six-phase guide to thematic analysis that is well suited to 
novice researchers, providing flexibility while enabling the researcher to perform analysis that is 
both methodologically and theoretically sound. Qualitative methods were chosen at this phase to 
complement the mixed methods used during the targeted systematic review.  
First, interview transcripts were fully transcribed verbatim. Verbatim transcription was 
conducted to preserve participants’ experiences and perspectives within the context of their own 
world view (Castleberry & Nolen, 2018). Using the guide created by Braun and Clark (2006), 
thematic analysis began with data immersion. This first occurred during transcription, as I, the 
researcher, meticulously listened to and typed out the transcripts. The transcription process was 
an important first step in immersion as the data became more familiar, and also provided a 
detailed understanding of the qualitative data prior to the transcripts of the interviews being 
returned to the participants, in the process described in Section 3.5.3.  
Analysis began with reading and re-reading the printed transcripts to immerse oneself in the 
data. During this process concurrent ideas and themes began to develop and hand written notes 
were taken as preliminary codes and areas of interest arose. Each time a code was identified, it 
was recorded, regardless of whether it had been previously documented in the same or an earlier 
interview. This action was taken as the quality of themes and how the themes related to the 
greater research questions was more significant than the number of times a code for said specific 
theme occurred (Braun & Clarke, 2006; Castleberry & Nolen, 2018). As codes were refined 
quotes exemplifying their main themes were also highlighted in text and documented within the 
transcripts. These direct quotes in the participants’ own words strengthened the analysis and 
reinforced the conclusions drawn by the researcher. During the first rounds of reading some 
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themes were immediately apparent, but subsequent rereading yielded more subtle themes that 
were observed only a few times, but were of significance to the research questions.  
Using pages of hand written notes and participant quotes, codes were organized into themes. 
This was done by reading and rereading through the codebook, and grouping similar codes 
together into categories. Over the course of a few days, and revisiting the data some distinct 
categories had emerged. These distinct categories became foundational main themes that were 
then used to create a hands-on mind map. The cluster map (See Figure 4 in Chapter 5) was used 
to help coordinate and organize the relationships between the codes. Initially hand drawn, 
clusters and initial connections between codes that arose during the reading process were 
developed. With the main themes as the center of the clusters, codes were suspended around the 
main themes as satellites. When a code or connection to the main cluster did not fit or did not 
feel right with the rest of the story, it was moved to another cluster. By visiting and revisiting the 
map over the course of two weeks I felt that I was content with the final layout of the main 
themes and their surrounding satellite codes.  
This process of mapping main themes and satellite codes around them proved to be very 
useful in coordinating my thoughts and teasing out the final themes. Once the main clusters were 
cohesive and representative of the data, a cluster map was created (See Figure 4 in Chapter 5). 
The act of translating the paper drawings to a dynamic map confirmed that the main themes and 
clusters appropriately related to one another, and helped to tell a cohesive story that 
appropriately detailed the data that was collected during interviews. 
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3.6. Synthesis  
Once both the targeted systematic review and interviews with mental health service providers 
were complete, a synthesis was conducted that led to the emergent themes and discussion 
presented in Chapter 6. The purpose of this synthesis was to compare the findings from the two 
distinct sources of data: the targeted systematic review, and the interviews with mental health 
service providers. The two phases together represent differing scales of analysis, one global and 
one regional. These different units of analysis gave two unique perspectives exploring the same 
topic: how we understand and conceptualize the ways that resource extraction impacts on human 
mental health and well-being. Finally, two differing schools of reasoning were used in this 
research. Deductive reasoning was used during the targeted systematic review to test the guiding 
research question, while inductive reasoning was used during the interviews with mental health 
service providers to observe the experiences and perspectives of those within the communities 
(Elo & Kyngäs, 2008). The differing approaches used and insights gained in Phase I and Phase II 
created the basis for a compelling synthesis and discussion, which are presented in Chapter 6.  
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CHAPTER 4: TARGETED SYSTEMATIC REVIEW 
4.1. Introduction 
This chapter presents and discusses the findings of the targeted systematic review (Phase 1, 
see Table 1). A description of the methods and analysis leading to these findings was presented 
in Chapter 3, including inclusion and exclusion criteria, data extraction, and analysis (see Section 
3.4.1). The findings describe the results of the targeted systematic review, and the discussion 
illustrates how the findings relate not only to developing the interviews with mental health 
service providers (Phase II), but also to the literature reviewed in Chapter 2.  
4.2. Background 
The initial scoping review called for a targeted systematic review examining mental health 
and well-being as a topic of special interest (Reschny et al., 2018). By conducting this review as 
part of an MSc thesis, Phase I of this research responds to needs identified by the HIRED 
research team, the Northern Health Authority, and myself, the researcher.  
The Health Impacts of Resource Extraction and Development project (HIRED) was a 
scoping review conducted in partnership between the University of Northern British Columbia 
and the Northern Health Authority. The findings of the initial scoping review were reported by 
Reschny et al. (2018), and mapped further by Brisbois et al. (2019). Reschny et al. (2018) 
identified that the relationship between health and natural resource extraction is complex and 
interrelated through “socioeconomic, ecological, cultural, and political pathways, which demand 
upstream, intersectoral responses” (2018, p. 6). In Canada, and northern BC in particular, the 
economy is strongly tied to our abundant natural resources. This economic dependence 
disproportionally impacts northern, rural, remote, and Indigenous communities that are in 
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proximity to industry. The focus of the HIRED project and scoping review reflects the growing 
interest and concern expressed by communities, health authorities, academia, and stakeholders 
alike. The purpose of a scoping review is to explore the range and diversity of the literature, as 
well as the nature of research activity in order to summarize and distribute findings, identify 
gaps, and gauge the need for systematic reviews (Levac et al., 2010). The aim of the HIRED 
project was to: “determine how the health impacts of resource development are understood and 
addressed, and how these approaches can be applied and adapted to the specific context of 
northern BC” (Reschny et al., 2018, p. 8). The HIRED project began with a librarian-assisted 
scoping review guided by the research question: What is the scope of published literature that 
addresses the links between resource extraction from the earth’s crust (e.g. mining/oil & gas) 
and health outcomes? (Reschny et al., 2018, p. 8).  
The research team in conjunction with the librarian set search parameters using medical 
headings, keywords, and proximity searching using a number of terms. The search was 
conducted across 5 databases (Medline OVIDSP, PsycInfo EBSCO, CINAHL EBSCO, LILACS, 
Web of Science ISI). Searches were limited to items in the English language, published between 
1995 and 2015. The initial set of search terms were set by the HIRED research team and broken 
into three categories: health outcomes, health behaviours, and extractive industry. There were no 
geographical restrictions on the dataset. The preliminary search yielded over 21000 items, which 
were reduced through the application of inclusion and exclusion criteria and the removal of 
duplicates to a final 2800 items. Journal articles, books, and book chapters were included, while 
conference proceedings were excluded. Items pertaining to extraction and/or one or more health 
outcomes, human exposure to toxicity, health services allocation and distribution, models and 
frameworks of impact, and historical accounts were included. Vague references to extraction 
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and/or related conditions and items without impact calculation or measurements were excluded. 
The final 2800 items were then subject to numerical summary and qualitative thematic coding to 
describe the final dataset. Thematic coding was applied across each item to distinguish themes 
among the data to determine the sector/type of industry, affected populations, study objectives, 
type of health impacts, methodological approach, type of impact pathway, and geographic 
location.  
The results of the scoping review by Reschny et al. (2018) and Brisbois et al. (2019) 
characterized the background and diversity of the dataset. The peak year of publication within 
the dataset was 2012 with 232 items published that year; the year with the least literature 
published was 2000 with only 74 items. Geographic tagging concluded that North America 
published the most literature during the period (590 items, while Australia published the least 
only 142). The most frequently studied type of industry was mining, with 2397 of the sources. 
There were 421 publications looking at oil and gas, and only 18 items examined both the mining 
and oil and gas sectors. Workers were the most studied population category at 67.9 percent. 
Next, 22.3 % studied surrounding communities, with 6.6 % studying the general public, 2.4 %  
Indigenous peoples, 2 % migrants, and 0.6 % sex workers. Males were identified as affected 
populations more frequently than females. Reported health impacts varied greatly; the top three 
health impact categories reported in the literature were respiratory, cancers, and blood 
disorders/poisonings. The bottom three categories were quality of life and wellbeing, birth 
defects, and disability.  
The HIRED scoping review led to recommendations for two distinct pathways for future 
research. The first proposed pathway was to undertake a meta-narrative analyses to further 
expand into the epistemological and methodological bases of the literature (Reschny et al., 
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2018). The second recommendation was a call for a series of targeted systematic reviews to be 
conducted across five topics of concern: (i) Indigenous populations, recognizing differences in 
colonial experiences and contexts globally; (ii) mental health and well-being, including 
substance use and risk factors; (iii) women and children, specifically direct and indirect impacts 
to families; (iv) worker populations, taking into account age and gender dynamics; and finally 
(v) affected communities, including the socio-economic indicators of health (Reschny et al., 
2018).  
As noted in Chapter 3.4, the review described in this chapter was designed in response to the 
call for targeted systematic review focused on mental health and wellbeing. Based on the 
preliminary coding performed during the scoping review, it was anticipated that items pertaining 
to the topics of mental health and well-being within the HIRED dataset make up about 2 % of the 
total sample. Conducting a targeted systematic review focused on mental health and wellbeing 
from this small sample of literature offers a different perspective from the initial scoping review. 
As illustrated by Moher et al. (2009), a targeted systematic review uses clearly defined research 
questions and distinct methods to identify, sort, and critically appraise and assess the literature to 
create a cohesive report detailing the results of the combined publications (Moher et al., 2009). A 
systematic review allows for a deeper dive into the body of HIRED literature.  
4.3. Guiding Research Question 
Performing a targeted systematic review produced an informative, explicit, and replicable 
account that characterized the body of literature (Gough et al., 2017). Mactaggart et al. (2016) 
conducted a systematic review examining the health and well-being outcomes of mining 
activities in rural communities in high-income countries. This was the first systematic review of 
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its kind, as there were no previous reviews exploring indirect, long-term, mental health and well-
being outcomes (Mactaggart et al., 2016). As outlined in Section 3.4.2, elements from 
Mactaggart et al. (2016) were used to inform the methods and analysis section of this targeted 
systematic review, including the specific set of inclusion and exclusion criteria then 
distinguished this review from the initial scoping phase of the HIRED project.  
4.4. Findings 
The data extraction process is detailed in Chapter 3 (Section 3.4.2) and depicted in Figure 2. 
The final dataset (n=29) made up less than 1 percent of the original HIRED database, indicating 
that 1 percent of the published literature studied the health impacts of natural resource extraction 
and mental health and well-being. To provide an overview of the final sample (n=29), some 
basic proportions were calculated and are summarised in Table 4. Table 4 summarizes the type 
of industry, study design and affected populations by sub-group. In Table 4, the country of origin 
and year of publication breakdown for the sample can also be found. The complete reference list 
for the targeted systematic review can be found in Appendix B.  
The tabulation coding resulted in 31 unique codes that were present across the 29 articles. 
These codes and their definitions can be found in Appendix A. The 31 codes were applied 240 
times during the coding process. The average number of code counts that occurred per article 
was 8.27. The occurrence of codes varied greatly across the sample of articles. The most codes 
assigned to an article was 15, and the least assigned to an article was three. The code that 
occurred most frequently was ‘psychological distress’ with 21. The second and third most 
frequent codes were ‘financial motivations’ with (15), and ‘quality of life/life satisfaction’ and 
‘workers health’ (14). 
 56 
Table 4 – Description of sample by resource extraction type, study design, affected population 
and country of origin  
 
Category Sub-Group Percentage (n=29) 
Type of 
resource 
extraction 
Mining 
Oil and Gas 
General/multiple 
66% 
31% 
3% 
Study design 
 
Quantitative 
Qualitative 
Other/mixed methods 
59% 
24% 
17% 
Affected 
populations 
Public/Surrounding community 
Workers 
Women 
Children/youth 
Males 
Indigenous groups 
Migrants 
39% 
28% 
14% 
8% 
5% 
3% 
3% 
Country of 
origin 
Australia (11), United States (7), Canada (4), China (3), Norway (2), 
Croatia (1), United Kingdom (1) 
Year of 
publication 
2015 Australia (1) 
2014 Australia (1), China (1) 
2013 Australia (1) 
2012 Australia (1), United States (3) 
2011 Australia (2), United States (2), Canada (2), Norway (1) 
2010 Australia (1), United States (1), Canada (1) 
2009 Australia (1), China (1) 
2008 Australia (1), China (1) 
2007 Australia (2), Norway (1),  Croatia (1) 
2004 Canada (1) 
2003 United States (1) 
1995 United Kingdom (1) 
 
The following codes occurred eight or more times, which is above the average: ‘psychosocial 
well-being’ (13 instances), ‘income and employment’ (12), ‘occupational stress’, ‘family 
cohesion’, and ‘low educational attainment’ (10), ‘coping skills and styles’ (9), and 
‘powerlessness’, ‘environmental degradation’, ‘unhealthful behaviours’, ‘health disparities’, 
‘access to services’, ‘shift work/schedule’, ‘cumulative impacts’, and ‘lack of economic 
diversification’ (8). The following codes occurred seven or fewer times across the sample: ‘lack 
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of social cohesion’ (7), ‘fluctuating population’, ‘partners experiences’, and ‘lack of 
opportunities for women’ (5), ‘solastalgia’ and ‘housing affordability’ (4), ‘physical inactivity’, 
‘anthropogenic disasters’, ‘impacts to Indigenous peoples’, and ‘workplace comradery’ (3). 
Codes that appeared the least with the lowest number of counts were ‘injustice’, ‘economic 
dependence on partner’, and ‘youth and children’ (2) assignments each across 29 articles.  
The final themes that were defined during the analysis can be described as a series of nested 
concentric circles. Figure 3 shows a model created to depict these nested relationships, including 
the proximal, distal, indirect, and diffuse ways that natural resource extraction impacts the health 
and wellbeing of workers, families, communities, regions, and the environment. Beginning at the 
center of Figure 3, codes associated with workers’ health and well-being included ‘work type 
and schedule’, ‘workplace comradery’, ‘workers’ physical health’, ‘psychosocial well-being’, 
‘psychological distress’, ‘coping skills’, ‘occupational stress’, ‘unhealthful behaviours’, and 
‘physical inactivity’. Workers’ mental health and well-being is the foundation of Figure 3, as 
workers interact directly with industry, and are influenced by lifestyle factors due to their 
employment. Moving outwards in Figure 3, impacts to families are depicted as more distal, 
reflecting the fact that partners, children, and more distant family members are not directly 
impacted, but still experience impacts from industry. Analysis of the literature identified ways 
that both workers and their families experience impacts. Codes such as ‘lack of opportunities for 
women’, ‘economic dependence on partner’, ‘quality of life and life satisfaction’, ‘impacts to 
youth and children’, ‘family cohesion’, ‘partners experiences’, and ‘financial motivations’ 
exemplify the diverse pathways of impact. 
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Figure 3: Nested model developed through thematic analysis 
Next, the third level depicted in Figure 3 shows indirect impacts experienced at a community 
level. Codes associated with this level included ‘lack of economic diversification’, ‘fluctuating 
population’, ‘access to services’, ‘housing affordability’, ‘low educational attainment’, ‘income 
and employment’, ‘health disparities’, ‘lack of social cohesion’, and ‘impacts to Indigenous 
peoples’. The presence of industry indirectly influences income, social climate, educational 
attainment, and accessibility of services and housing within the community and surrounding 
areas. The impacts permeate beyond the individuals and their families and influence the greater 
community. The outermost sphere of the nested model is titled greater contextual impacts. These 
impacts extend far beyond individuals and families and influence culture and society. The codes 
associated with these kinds of impacts included: ‘injustice’, ‘powerlessness’, ‘solastalgia’, 
‘cumulative impacts’, ‘anthropogenic disasters’, and ‘social and environmental degradation’. 
These codes described the greater social climate surrounding resource extraction, which can be 
felt across regions, nations, and even globally.   
Greater 
Contextual 
Impacts
Indirect 
Community 
impacts
Impacts on 
Families
Workers 
Mental 
Health and 
Well-being
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4.5. Discussion 
When conducting the analysis, a number of initial preliminary themes or findings arose from 
the data immersion process. The first notable finding was the distribution of the affected 
population being studied by the literature. The importance of this consideration led to the 
creation of a nested model, recognising that each level has its own emphasis, such as the 
emphasis at the ‘core’ of Figure 3, focused on how workers, predominantly men, are faring in the 
workplace. Workers’ mental health and well-being is the centre of the model, which aligns with 
the assessment made by Roche et al. (2016), who articulated that the workplace is an excellent 
environment with the existing infrastructure to address mental health issues as part of wider 
occupational health, safety, and wellbeing programing while creating workplace norms that 
reduce mental health stigma and facilitate help-seeking. 
Many studies within the sample used volunteer and convenience sampling strategies. Few 
studies used more targeted recruitment strategies including interviews with key informants. 
Methods of data collection included questionnaires, cold-call phone interviews, and in-person 
interviews. While convenience sampling is simple, cost effective, and participants are readily 
available, it is not immune to bias (Etikan et al., 2016; Pannucci & Wilkins, 2010). The majority 
of studies utilized convenience or volunteer sampling as a way to examine workplace related 
stress, psychosocial factors, relationship quality, and mental health experiences. Given these 
studies explored mental health and well-being through various methods, bias could arise in that 
potential participants who struggle with mental health or illness, stress, or psychosocial impacts 
may be under-represented in the sample as they may be on leave or have resigned from the field 
of work completely. Essentially, those who cannot perform within the work environment may 
have opted to leave the field.  
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Pannucci and Williams (2010) argued that bias is always present in research to some degree. 
A number of the articles within the sample articulated that the purpose of the research was to 
explore and describe workers’ psychosocial and mental health. Due to the sampling design, 
potential participants with poor health status (including mental health) may have been left out of 
the sample unintentionally. A number of the studies used questionnaires and interviews and were 
conducted at the participants’ place of work, which may have influenced participants’ answers if 
they felt their job was at risk if they gave ‘undesirable’ answers. Similarly, Delgado-Rodriguez 
and Llorca (2004) discussed the impact of underreporting bias, which occurs where participants 
are asked about undesirable, stigmatized, or unhealthful behaviours. In these circumstances, 
participants will often under-report undesirable behaviours or events. This is more likely when 
the behaviours being researched are stigmatized or have the potential to impact or jeopardize the 
participants’ status in the workplace such as questions relating to mental health, alcohol 
consumption, and unhealthful or risky behaviours (Delgado-Rodriguez & Llorca, 2004; 
O’Sullivan, 2008). Within the sample of the systematic review, a number of studies asked 
workers to self-report on their mental health status, exercise habits, smoking, alcohol 
consumption, and other unhealthy behaviours. Tucker et al. (2014) found that young workers and 
male workers are less likely to report injuries and cited reasons including not wanting to miss 
work, negative reactions of supervisors and peers, and fear of losing their job. Participants may 
under-report or minimize sensitive information to avoid putting their careers and livelihoods at 
risk.  
Few studies in the sample specifically examined impacts on women, Indigenous groups, 
youth and children, and migrants. Those that did were observational and cross-sectional in 
nature, indicating that they only captured a snapshot of the phenomena of interest at one point in 
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time (Grimes & Schulz, 2002). Most were exploratory studies designed to observe and document 
the lived experiences of the aforementioned populations, while recommending further study and 
future research. The lack of attention to these themes in the targeted systematic review, 
reinforced what was noted in the literature review (Chapter 2), which also identified lack of 
research exploring the diverse impacts of resource extraction and development on women, 
children, minorities and Indigenous populations, and migrant workers. Shandro et al. (2011) 
described how resource dependent communities in northern BC lacked employment 
opportunities, affordable childcare, and access to healthcare for women. Further research is 
required exploring the lived experiences of these populations.  
When breaking down the results by sector, notable differences across resource sectors 
become apparent. First, the majority of the literature in the sample comes from the mining sector. 
Within this sample, 66 percent (n=19) of the total 29 articles described the mental health and 
well-being related impacts of mining and how the presence of mining industry directly and 
indirectly impacts the surrounding communities. A portion of the sample (n=10) explores not 
only the mental health of mine-workers, but also the impacts on worker’s families and the 
impacts that the ‘mining lifestyle’ has on families and partners.  
The ‘mining lifestyle’ was characterized to include long hours and lengthy rotating shift 
schedules, fly-in-fly-out or drive-in-drive-out site work, a unique social climate in the workplace 
and workplace comradery, isolated communities built out of necessity due to their proximity to 
the sources of natural resources, and higher pay, but at a cost to workers and their families. 
Petkova et al. (2009) reported similar experiences where temporary workers felt isolated and 
struggled into integrate into the community, while workers who resided in the community cited 
long shiftwork as a factor that negatively impacted their family cohesion and social networks.  
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These findings describing the mining-lifestyle also aligned with those from Shandro et al. 
(2011), where the boom and bust cycling from the mining industry was found to negatively 
impact both health outcomes and community health. Kinnear et al. (2013) documented similar 
experiences in relation to mental health and well-being. Work place comradery, while creating 
positive social support, can also foster the unhealthy ‘macho’ male workplace culture which can 
be isolating and discourage workers from discussing topics like mental health with their peers 
(Kinnear et al., 2013; Roche et al., 2016; World Health Organization, 2010).  
An unforeseen pattern that emerged from the targeted systematic review was the number of  
studies focused not only on immediate impacts, but also the long-term impacts of anthropogenic 
disasters on mental health and well-being. Anthropogenic disasters discussed within the sample 
include the 1989 Exxon Valdez oil tanker spill, and the 2010 Deepwater Horizon explosion and 
subsequent Gulf Oil Spill. Studies described the impacts of anthropogenic disasters focused 
primarily on the psychological impacts-mainly depression, anxiety, coping skills, meaning in 
life, and resilience-with one examining the economic loss to surrounding coastal communities in 
Mississippi, Alabama, Louisiana, and Florida. The impacts of anthropogenic disasters were 
unforeseen when the targeted systematic review began. However, three articles within the final 
sample studied the mental health and well-being impacts of an anthropogenic disaster (Drescher 
et al., 2012; Grattan et al., 2011; Palinkas, 2012). The impacts of anthropogenic disasters are not 
studied in the literature review section of this work as they extend beyond the scope of this 
research.  
Another notable area of emphasis within the final sample were studies focused on the 
psychological impacts affecting offshore oil workers. Similar to the mining studies, studies of 
offshore oil workers were conducted to determine the extent of psychological impacts of shift 
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work and schedule, isolation, and work demands. The studies examined depression, anxiety, 
stressors, occupational stress, and substance use. The majority of these studies focused on the 
workers themselves; however, one study focused on the experiences of wives and partners of 
offshore oil workers (Ulven et al., 2007). Similar to anthropogenic disasters, the focus on 
offshore oil workers was an unexpected topic that was not explored in the literature review 
section. While many of the mental health impacts are similar between mining and off-shore oil 
workers, the living arrangements and social experiences of those living offshore are somewhat 
different than those of temporary workers living in camp or in communities proximally located 
to resource extraction. Despite the differences, both populations shared experiences of disruption 
in their home lives and their work schedules strained family relationships (Ljosa et al., 2011).  
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CHAPTER 5: INTERVIEWS WITH MENTAL HEALTH SERVICE PROVIDERS 
5.1. Introduction 
Chapter 5 details the findings from the interviews with mental health service providers in 
Terrace and Kitimat. Building from the globally focused targeted systematic review, this second 
phase focused at the community level. As described in Chapter 3, qualitative methods were used 
to conduct interviews with participants to collect a rich sample of qualitative data. The 
interviews were designed to determine how service providers’ perspectives and experiences in 
providing care in rural and remote communities differed or aligned with the findings from the 
targeted systematic review. This chapter presents details regarding the participants, findings, and 
a discussion of the insights gained from this locally oriented phase of research.  
5.2. Participants 
Ethics approval and operational approval were obtained from the University of Northern 
British Columbia and the Northern Health Authority prior to contacting participants 
(E2018.0206.016.01H). See Appendix C for the harmonized research ethics approval certificate. 
Mental health service providers were then contacted and recruited, and the one-on-one 
interviews were conducted by the researcher.   
The participants in this study came from a variety of different backgrounds. No 
standardized demographic or background information was collected about the individual 
participants. The decision not to collect demographic information was purposeful: reflecting the 
fact that there were so few potential participants in Terrace and Kitimat, including demographic 
information could compromise the identities of participants. Although anonymity cannot be 
guaranteed, not collecting demographic information was intended to be respectful and mindful of 
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participant anonymity. Even so, information that participants volunteered about themselves 
during the interviews makes it possible to describe the sample as a whole. For more information 
about ethical considerations, and the steps taken to protect participants see Chapter 3.  
The final number of participants interviewed was eight. There was an even split between 
public and private sector participants, with four participants working from each sector. Within 
the realm of this work, public sector refers to those whose clients do not have to pay a fee to 
utilize their services. Private sector participants refers to those where clients have the option to 
pay for services using benefits, employment assistance programs, or out-of-pocket. Participants 
were a mix of long time locals and more recent additions to the community. The average amount 
of time participants had lived in the community was twelve years. Participants also ranged 
greatly across their professional lifespans, with some being relatively new to their profession, 
and others nearing the end of their working careers. Participants were genuinely interested in the 
topic and some expressed gratitude that research was being conducted within their community. 
Those interviewed also expressed that they felt the work was important and timely. 
5.3. Participant’s Perspectives and Experiences 
Through the process of thematic analysis detailed in Section 3.5.4 data from each of the 
interview transcripts were coded and synthesised into a clustered visual representation of the 
greater story being told by mental health service providers. These integrated findings from the 
participant interviews are depicted in a large cluster map found in Figure 4, which also presents 
five key interconnected themes that became apparent during the analysis process. The five 
themes that arose were (i) ‘systemic issues in health care’, (ii) ‘child and youth mental health’, 
(iii) ‘mental health risk factors’, (iv) ‘social determinants of health’, and (v) ‘industry’s influence 
 66 
on the community’. Figure 5 presented these five key themes (in blue) along with surrounding 
satellites (grey) that demonstrated pathways of interconnected impact among those living within 
the two communities as well as the service providers themselves. In the following sections, 
quotes in participant’s own words are used to elaborate and expand on the different themes, and 
segments of the greater map are used to both demonstrate connections as well as to provide 
context. 
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Figure 4: Thematic map depicting main themes from interviews with mental health service providers in Terrace, BC (MindMup, 2020). 
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5.3.1. Systemic issues in healthcare 
The first key theme that arose from interviews with participants was systemic issues in health 
care. It is depicted below in blue, in Figure 5. Systemic issues in health care is a key theme 
because it arose frequently and elicited a high degree of concern and anguish from participants. 
This theme impacts both mental health service providers and their clients in the greater 
communities. Systemic issues in health care can be described as stressors for both mental health 
service providers and their clients. Satellite themes (in grey) connected to systemic issues in 
health care include: ‘revolving door’, ‘bouncing referrals’, ‘employee assistance programs 
(EAPs) and benefits’, ‘comorbidities’, ‘waitlists’, ‘specialized training’, ‘lack of training 
opportunities’, ‘mode of delivery’, ‘modern patient communication’, ‘gaps in care provision’, 
‘stigma’, and ‘understaffing’.  
 
Figure 5: Portion of thematic analysis map: systemic issues in health care. 
 
‘Revolving door’ refers to the challenges associated with patients who are suffering with 
considerable mental health struggles. During a mental health crisis, clients are brought to the 
hospital, yet there is no specialized facility or room available to house them. They are often 
housed for an evening and discharged only to return again. This cycle is frustrating for 
practitioners and clients alike. ‘Bouncing referrals’ is a similar issue describing where patients 
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are referred from one practitioner to another and experience long waits to receive care; this too is 
frustrating for care providers and clients. Participant 2 discussed the seemingly endless flow of 
work when it came to ‘bouncing referrals’ and understaffing.  
“Everybody seems at their tax, they seem overworked, there’s always an eyeroll, like ahhh 
[annoyed], you’ve got more work for me…” (Participant 2) 
Participant 2 talked about how they and their coworkers work hard to coordinate timely 
care for clients. However, long wait times and the lack of specialized mental health professionals 
in Terrace contributed to ‘bouncing referrals’. Participant 2 expressed frustration as referrals 
bounce between practitioners and the client’s condition remains unchanged or worsens. 
Participant 1 explained that mental health is becoming increasingly prevalent in the ER, as there 
are no other alternatives for patients in crisis. 
“…it’s predominantly mental health in the ER that they’re seeing… mostly psychiatric 
admissions, overdoses every night and suicidal ideation” (Participant 1) 
 Participants 1 and 2 described the ways that some of the systemic issues in health care 
impact not only their clients, but also the mental health service providers themselves as they are 
part of that greater system. In addition, employee assistance programs and benefits only cover 
those who are employed and those who qualify. Frustrations were expressed surrounding benefit 
plans and employee assistance programs and the lack of specialized professionals. Benefit plans 
cover only a few sessions with service providers, making it challenging to provide care under 
narrow time constraints. Providers noted that three or five sessions are not enough to make a 
lasting change in a client’s mental health and felt as though EAP’s and benefits programs with 
limited mental health coverage did not set clients up for success. Participants talked about being 
generalists, the diversity of their client’s needs, and how this scope of practice was noted to be 
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both a strength and a weakness. Providers’ experiences in providing care varied, and there was 
somewhat of a divide between public and private service providers. Below, Participant 7 
discussed the diversity of their clients and how each has unique needs.  
“Most of my pleasure is derived from the fact that every client that comes in I pop on a 
different hat for, I think that the nice piece around private [practice] is that I don’t have any 
time restrains with clients, whereas with employee assistance programs there’s a limit on 
how many times you can see people, so some are a 3 session model, some are a 5, but all of 
them are driven by short term solution focused kind of mandate, so EAP work is short sweet 
and to the point but kind of feels a little bit, um, oh, assembly line almost, you’re in, out, 
next! You’re in, out, next!” (Participant 7) 
Several providers who partake in EAP work or benefit contracts described an ‘assembly line’ 
style mode of delivery, which greatly impacts how providers conduct their services. In turn, this 
limits what clients can take away from the experience. Given the rurality of the community, 
participants in the private sector explained how they provided out-of-pocket service and EAP 
and benefit contract work in tandem to maintain full time employment. Participant 7 touches on 
this issue with EAP and benefit contracts above, expressing frustration with this model of care. 
‘Comorbidities’ are a known and well-documented issue that occurs when one experiences 
mental health symptoms. Providers found it challenging to address only one aspect of an 
individual’s health, and a desire for a more holistic approach was recognized. Waitlists are also a 
known issue in Canadian health care systems, and in Terrace and Kitimat, service providers 
described situations in which clients waited months for free services. Client health was noted to 
continue to decline during the period of wait listing. ‘Specialized training’ refers to the additional 
training required for individuals working in the field of mental health. In order to be a recognized 
as a mental health professional, providers are required to complete at least undergraduate studies, 
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with many holding graduate and doctorate degrees, depending on the profession. ‘Lack of 
training opportunities’ is closely linked to ‘specialized training’, as Terrace and Kitimat lack 
educational opportunities in town for those training to work in the field of mental health. Often 
students must leave the community to pursue their studies, with many not returning to the 
community upon completion. Providers expressed concern and recounted how limited access to 
authentic specialized services can make space for informal and nonaccredited mental health 
service providers to thrive.   
“It terrifies me to think that someone who did like 6 months of certification at a community 
college are then offering services to vulnerable people who don’t know that an unlicensed 
professional has no training in managing your severe trauma” (Participant 4) 
Participant 4 articulated concerns around unlicensed and unregulated providers working with 
vulnerable populations. Participants described how where specialized mental health service 
providers are scarce, unlicensed professionals can step in to meet gaps. While these unlicensed 
professionals may have good intentions and can provide assistance with more minor symptoms 
like stress and mild anxiety, they lack the necessary training to safely and responsibly address 
diagnosed conditions and severe trauma.  
‘Mode of delivery’ detailed how clients interacted with mental health services. The 
accessibility of the public sector in particular was raised as a potential barrier. Standard office 
hours, nine to five, often do not fit into the schedule for those who are employed or working shift 
work, and not all work places offer benefits programs that allow individuals to seek private care 
using their coverage. By altering hours of availability or providing tele-services, more clients 
could be reached in a more timely manner. This sentiment was expressed by care providers, 
some of whom felt that the hours of operation limited their accessibility. ‘Modern patient 
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communication’ refers to the current HIPAA legislation which limits how service providers can 
communicate with clients. Participants suggested that more modern modes of communication, 
applications, text messaging, and other alternatives could be an effective way to communicate 
with clients. Providers also acknowledged the challenges associated with modernizing patient 
communications.  
“…we may need to look at extended hours, weekends, delivering health care in a different 
way to be using technology for our remote people… you know we do have some tele-health 
components going on, it would be wonderful if we could potentially look at changes to 
legislation around how patient information is housed” (Participant 3) 
Participants from both public and private sectors described gaps in mental health care 
provision in a number of ways. Participant 3’s comments about extending hours, and offering 
different modes of health care delivery were examples of suggestions about potential positive 
change in the ways that care could be provided. Participants gave the impression that a public 
care provider’s hands can be tied since they can only do their job and push for changes within 
their organization.  
Some private service providers described feeling conflicted between duty of care and 
morality. They recounted occasionally bending rules to offer sliding scale prices for low income 
clients who could not wait for public services to become available to them. Their passion and 
sense of duty to provide care at times conflicted with their business model.  
“…My supervisor, when I was in the middle of my work and when I was the busiest that I 
ever was, she was saying to me that you have to stop taking on sliding scale clients. This is 
economical for you, and it also speaks to you not thinking that you’re worth what you’re 
worth, like you’re running a business, it’s such a complicated interplay between being like, I 
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have to earn money and I’m offering a service that is lifesaving and life altering…” 
(Participant 4) 
Participant 4 articulated the internal conflict between morality and duty of care, as on one 
side you are running a business and the other you are providing people with a service that many 
desperately need. The comments from Participant 4 also speaks to how private sector providers 
fill in some of the gaps that are created by the public sector in relation to waitlists and 
understaffing.  
“I’ve had some clients that I’m just like they really would benefit from doing this, so I talked 
to [program coordinator] and asked if there was any way you guys could cover like 2 or 3 
seats within your classes and you just cover it and I will refer [laughs] and they were like 
sure no problem, so there are ways that we can try and help reduce those barriers but they 
have to be initiated by us for sure, no one else is doing it” (Participant 6) 
Above, Participant 6 discussed a situation where they used their own personal connections to 
coordinate free or discounted services. The scenario described by Participant 6 was only possible 
because of the rapport and personal relationship and connection between the service provider and 
the program coordinator.  
‘Stigma’ was raised as a factor that contributes to individuals’ decisions and experiences in 
seeking care. Providers from both public and private sectors recognized that some of their clients 
did not want to be known to be seeking or receiving help from a mental health professional. 
Participants indicated that some clients still experienced some degree of shame or stigma 
associated with mental health care. Some providers even expressed that stigma still existed 
within the field of mental health itself.  
“I think there’s still quite a stigma regarding mental health especially within the field too. 
I’m not necessarily talking about the community or society…” (Participant 2) 
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Stigma was a topic recognized and discussed in interviews with both public and private 
sector service providers. It was recognized also as a barrier as it prevents individuals from 
seeking help as they fear discrimination in other spheres of their life, notably social and 
employment. Participant 4 below speculated that mental health stigma may be more prevalent in 
the north. It is possible that the experiences of mental health stigma in the community are in 
some part influenced by its rurality.  
“I think that the north is always a little bit behind on normalizing things. Like, you know, 
even being in Vancouver, people talk about going to therapy like it’s not a big deal at all. 
They talk about, like, having a shrink, seeing a therapist, like it’s so normal. And in Terrace 
there were many of my clients who would ask to go out the back door and, you know, it’s still 
so stigmatized in some ways” (Participant 4) 
The idea shared by Participant 4 that the north is slower to ‘normalize’ things like therapy or 
counselling links back to mental health stigma described by both Participants 2 and 4.  
‘Understaffing’ is another known issue in the Canadian healthcare system. In the public 
sector in particular, service providers noted that jobs can change relatively quickly. Burnout, 
poor job satisfaction, and limited access to qualified workers all contribute to the issues of 
understaffing in Terrace. Service providers also noted frustration and disruption when a co-
worker leaves and a new one takes their place. From a social aspect, service providers also noted 
that the workplace can become lonely and isolating when there are few lasting relationships 
formed. Participant 1 described how healthcare as a system struggles with understaffing, and 
then suggested that this effect might be more pronounced in Northern and rural communities.  
“Northern Health has the least funding of any health authority and the most space, to us it’s 
a logistical nightmare. And I understand that from the Health Authority’s point of view, but 
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we are chronically understaffed and I think that maybe health care in general is chronically 
understaffed, but in the north you can see…you can see it more maybe?” (Participant 1) 
Participant 1’s diplomatic description of the challenge that the Northern Health Authority 
faces in providing health care across such a vast and sparsely populated region links this 
challenge to chronic understaffing which is a common concern in mental health care cross 
Canada.  
5.3.2. Child and youth mental health 
Child and youth mental health was another theme that was identified as a priority issue for 
participants. Providers had much to say surrounding the state of child and youth mental health 
within their communities. Child and youth mental health is a particularly challenging issue, as 
clients are often minors who struggle to navigate the mental health system without guidance. 
Service providers were empathetic when discussing the experiences of child and youth clients in 
the community. Satellite codes (grey) associated with child and youth mental health depicted in 
Figure 6 include: ‘how to navigate the system’, ‘increasing need for services’, ‘practitioner 
guilt’, ‘lack of specialization’, ‘no one to diagnose’, ‘gap year’, ‘leave community to seek help’, 
‘inability to wait for free service’, and ‘lack of health promotion and prevention’. Systemic 
issues in health care (see Figure 6) also had some codes closely linked to child and youth mental 
health, including ‘understaffing’, ‘waitlists’, and ‘bouncing referrals’. Figure 6 below displays 
the main theme in blue, and the satellite themes that surround it in grey.  
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Figure 6: Portion of thematic analysis map: child and youth mental health 
 
‘Waitlists for services’ and ‘understaffing’ were discussed in relation to systemic issues in 
health care (see Figure 5) and connect closely to child and youth mental health. In terms of 
children and youth specifically, child and youth mental health providers are somewhat 
specialized, and thus there are few practitioners in the community who work with this 
population. For mental health assessments, Participant 4 described significant wait times 
experienced by child and youth clients. Six to eight months is a significant span of time for an 
individual experiencing declining or worsening mental health symptoms. 
“Often times a child waiting for assessment could be waiting 8 months… 6, 7, 8 months” 
(Participant 4) 
Participants recounted considerable waits for child and youth services within the community. 
Wait times ranged from three to eight months across the sample of participants. Participant 4 
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commented that waitlists are frequently changing, and also described the wait time for an 
assessment as frustratingly long.  
‘How to navigate the system’ refers to the challenges associated with coordinating care for a 
young client. As they often are not familiar with the system themselves, service providers work 
to coordinate services and resources with the least lengthy wait times. ‘Increasing need for 
services’ described the increasing demand for services for children and youth in the 
communities. ‘Practitioner guilt’ was observed only by participants working in the private sector, 
and was discussed earlier in Systemic issues in healthcare (Figure 5). While ‘practitioner guilt’ 
was experienced by providers who worked with adult clients, child and youth clients were 
associated with greater senses of guilt and moral responsibility, perhaps due to their perceived 
vulnerability.  
“So many of my clients I was seeing I wouldn’t have been seeing had the free services been 
available. They were not an appropriate fit for private practice, but they had no other 
recourse… and they’re desperate and when someone comes to you desperate, being, like, my 
kid is so afraid of vomiting in the morning that they won’t eat because they have such a 
phobia around puking, which is really common for children who have anxiety and I don’t 
know what to do… you know you’re not going to be, like, bye…” (Participant 4) 
Above, Participant 4 discussed how some clients were not a good fit for private practice. 
Severity of illness, lack of a formal diagnosis, and financial situation were cited by providers as 
reasons a client may not be a good fit for private practice.  
“So I kind of considered myself kind of like bridging the gap for a lot of people… but… then 
there was weird stuff, where I was seeing a client they couldn’t let MCFD [Ministry of 
Children & Family Development] know that they were being seen by me because then it 
would drop them down the list.” (Participant 4) 
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Participant 4 described particular concerns regarding the potential for a client seen privately 
to be moved down to the bottom of the list due to the fact that they were receiving care and 
therefore they had a lower ‘need appraisal’ and were considered to be lower risk. This was 
frustrating as these clients were desperate enough to pay out-of-pocket while they waited for 
public services, but many struggled to afford the cost of private service providers. 
Next, participant concerns around ‘gap year’ describe a known issue with the Canadian 
healthcare system surrounding coordinating care for an 18 year old client. In BC, child and youth 
mental health services (MCFD) serve the population from birth to 18 years of age. Adult mental 
health services cover the population 19 years and older. Waitlists must be considered when 
coordinating a care plan for an 18 year old. Child and youth mental health (MCFD) wait lists are 
very long (3 to 8 months), by the time a client receives services they may no longer be 18 years 
old, which now puts them on the bottom of the list for adult mental health services (Ministry of 
Health). Service providers identified this gap year as a pitfall for mental health care and 
expressed their frustration surrounding which organization should be responsible for those within 
the gap year age range.  
Providers expressed that this was a stressful aspect of their work, trying to create a care plan 
that is effective and also timely for an individual within the gap year age range. Some discussed 
how they weigh the options available when making a care plan, such as whether the client is 
employed and if  they have access to private services through their employee benefits, how old 
they are, and which waitlist is shortest. Below, Participant 2 described how providers struggled 
to make decisions when coordinating care for critically ill young adults.  
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“…just before you came I was talking to a colleague who had done an intake on an 18 year 
old and they’re in the hospital and they’re not doing well. Do we kind of stretch our mandate 
to cover them or do we ask child and youth, and they have a long wait list…” (Participant 2) 
‘Lack of specialization’ refers to the inability to access the required additional training to 
work with children and youth within the communities (different modalities of care, play therapy, 
etc.). Some providers did not have access to additional training, or did not express interest in 
working with children under a certain age. ‘No one to diagnose’ refers to the lack of specifically 
qualified psychiatrists and psychologists available in Terrace and Kitimat. Only specific service 
providers can make definitive diagnoses, and the communities lack access to these resources. 
Service providers recognized the need for specialized training to work with children and youth, 
and described it as a unique area of care. 
“Work with children is significantly slow and more covert? You’re not saying to a child the 
same way you’re saying to an adult, like this is happening because X. Because they’re kids, 
which is why I use play-based therapy with children, but you have to have specialized 
training in play therapy to offer that, so I think there’s a reason and that’s why. The 
consequences are just different, too, of working with children, like 80% of my youth clients 
were suicidal or had some suicidal ideation in some way, so the risk is just greater” 
(Participant 4) 
Some participants suggested that the unique challenges of working with children and youth 
and the additional training required made practitioners less likely to work with the population. 
This links back the lack of specialized service providers available and systemic understaffing 
issues in the communities.  
“So many of the kiddos that I interact with, I just think, god, we have failed you… we as a 
society, as a system of health have failed so many of our children by not insisting that every 
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health unit, every hospital have a psychiatrist. That doesn’t even feel that crazy to me, and 
we don’t have that” (Participant 4) 
Nonetheless, service providers agreed that children were suffering and slipping through the 
cracks of the health care system.  
“There are waiting lists for all of our publicly funded services that are unacceptable waitlists 
in terms of duration. When your child is suicidal and you’re told that there’s a 3 month 
waitlist for an assessment, or you take them to emerg where they are seen and then sent 
home…yeah. There are huge unmet needs in the community” (Participant 8) 
The potential need to leave the community to seek help is an issue that impacted all ages 
within the communities, but children and youth were most affected. When analyzing the child 
and youth mental health theme disparity and inequity issues became apparent. Providers noted 
that parents’ income was a significant determinant that impacted how soon their child received 
care. Children and youth from higher income households had the means to leave the community 
and seek out trained professionals to give a diagnosis or assist in coordinating a treatment plan. 
Those from lower income households may not necessarily have the means to seek help beyond 
the community, leaving the publicly funded services as the only option.  
“If you want your child to be assessed you might have to go to Prince George, you may have 
to fly to Vancouver if you want a diagnosis in the next year. That’s what you’re going to have 
to do, and not every family can do that…” (Participant 4) 
 ‘Inability to wait for free services’ occurs where the waitlist times for child and youth mental 
health are unreasonable. Finally, the satellite theme ‘lack of health promotion and prevention’ 
was used to describe how the child and youth mental health care system lacks programs and 
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services that promote mental health and wellness. A more proactive system could try to reduce 
the harm and severity with earlier interventions.  
5.3.3. Mental health risk factors 
Mental health risk factors is a theme that was described with a notable level of passion by 
service providers within the communities. Their profession and training made them more attuned 
to the greater influences in their clients’ lives. Below in Figure 7, a closer image of the theme can 
be observed in blue, with the satellite codes surrounding the main theme in grey. Satellite themes 
that cluster around mental health risk factors include ‘domestic violence’, ‘gaps in addressing 
men’s mental and emotional health’, ‘historical trauma’, ‘trauma’, ‘stigma’, and ‘addictions’. 
‘Domestic violence’ was brought up in relation to the bust phase of economic cycling. Service 
providers also noted an increase in incidences of domestic violence sometimes linked to financial 
issues and addictions.  
 
Figure 7: Portion of thematic analysis map: social determinants of mental health and risk factors 
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The satellite theme ‘Gaps in addressing men’s mental and emotional health’ referred to the 
cultural and societal influence of masculinity. ‘Masculine norms’ were described by providers to 
reinforce gender stereotypes making men less likely to seek help, and putting them at increased 
risk. Historical trauma was discussed by service providers when speaking about their 
relationships with Indigenous clients. Providers recognized that ‘historical trauma’ shaped the 
experiences of their Indigenous clients.  
“I definitely see the need for more clinicians, more free counselling, I see a huge need for 
trauma counselling for men who are homeless or not even homeless…just trauma counselling 
for men. And basically breaking cycles of abuse…” (Participant 1) 
Work camp culture was noted by providers to leave little room for mental health and 
wellness to be addressed in a meaningful way. Work camp culture was also linked to trauma and 
providers noted it can be a catalyst for addictions. ‘Trauma experiences’ were brought up as a 
way of recognizing and understanding how clients’ lived experiences shaped their lives, and also 
how they work towards resiliency. ‘Stigma’ was described by providers and refers to both mental 
health stigma and addictions stigma. Service providers recounted clients asking to use back doors 
and private exits when leaving appointments out of fear of being seen. Service providers also 
noted that clients will often ask if what they disclose to their practitioner will make it back to 
their employer if they use their employee benefits.  
“A lot of companies have their employee benefits, it would be wonderful if there could be 
teams brought in with large organizations like that, who would do the addictions counselling, 
but the thing is, I know that a lot of people don’t want to, the employees don’t, because they 
don’t trust their employer” (Participant 3) 
Some clients avoided using their benefit coverage altogether when seeking care for 
addictions as they did not want their employer to find out, fearing this might jeopardize their job. 
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Below, Participant 1 considers how employment with industry financially motivates some of 
their clients, but the influx of income does not address the underlying root causes of their clients’ 
issues, especially within the context of addictions.  
 “I’ve seen mostly the male clients have talked about getting work in this project or getting 
work in a mine, or getting work in one of these camps, there is a culture… like just using the 
examples of those men, they have also been entrenched in substance abuse. So then it’s for 
me to kind of probe into, or do some more questioning in saying, is this actually going to 
benefit you in the long run? You’re going to have money, you’re going to temporarily be 
maybe out of range of these substances that you’ve been relying on, but you’re not 
addressing the underlying issues, the depression, the trauma that led you to use those 
substances in the first place, so often times that’s a vicious cycle with substance use… if you 
go into one of these camps you make a bunch of money, and you… go back to using your 
substances because you haven’t dealt with those actual issues” (Participant 1) 
Addictions are a challenging issue of high concern in resource dependent communities. 
Service providers relayed that younger males with disposable income from high paying industry 
work can struggle to kick addictions that were formed during their time working in the field. 
Addictions have lasting impacts on the clients’ health and interpersonal relationships.  
“…it’s often more men who are working in camp, or working in logging, working in some 
kind of mechanical trade, and they’re getting paid a lot of money, like a lot of money. And 
you know, I have a young gentleman I’m seeing he’s making well over 6 figures and he has a 
huge cocaine problem, and alcohol. LNG or Rio Tinto or Canfor or logging, there’s so much 
of that nature of the work and you know, it’s filled with young guys” (Participant 5) 
5.3.4. Social determinants of health 
Social determinants of health were also described by service providers at length during 
interviews, directly or indirectly, in relation to the circumstances and experiences that shape the 
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lives of clients within the communities. Some of the satellite themes that surrounded the social 
determinants of health theme were: ‘limited access to transportation’, ‘lack of recreation 
opportunities’, ‘street entrenched populations and homelessness’, ‘lack of affordable childcare’, 
‘income’, ‘employment’, ‘limited training opportunities’, ‘lack of affordable housing’, and 
‘Indigenous experiences’ and ‘racism’. Figure 8 displays the social determinants of health theme 
in blue and its surrounding satellite themes in grey.  
 
Figure 8: Portion of thematic analysis map: Social determinants of health 
‘Limited access to transportation’ was discussed when service providers talked about the 
experiences of some of their lower income clients or those who lived outside of the city limits. 
Providers spoke about the limited local transit options in Terrace. The safety of local highways 
was identified as a concern as the lack of transportation options can force individuals to seek 
alternate modes of transport such as hitch-hiking along the Highway of Tears, an infamous 
stretch of Highway 16. 
“…there’s no longer Greyhound in this really vulnerable stretch of highway and between 
these communities, like we talk about addressing the issue of murdered and missing 
Aboriginal women, but then that happens, and it’s like, are you kidding me?” (Participant 1) 
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‘Lack of recreation opportunities’ refers to the lack of affordable and accessible recreation 
opportunities in the community. During the winter months there are few indoor and accessible 
recreation options for lower income families.  
“For example, the pool has been closed, I think its opening this week, but it’s been closed for 
over a year” (Participant 1) 
Experiences with street-entrenched populations and homelessness was discussed almost 
exclusively by service providers from the public sector. However, service providers both public 
and private spoke highly of the new Intensive Case Management Team in Terrace that works 
with high risk individuals struggling with severe substance abuse issues, mental illness, and/or 
homelessness. Providers felt this intensive management team was making significant and lasting 
changes in the lives of the street-entrenched and homeless populations within their community. 
This was one of the few areas that service providers spoke about in a positive and hopeful 
manner.  
“they [the Intensive Case Management Team] run a Smart Pathways to Recovery program, 
which is for addictions, and they do a lot of outreach work, and also harm reduction 
supplies, so I think that’s a very cool program that’s started up and I’m excited to hopefully 
maybe see that grow” (Participant 1) 
Lack of affordable child care seems to be a pervasive issue faced in a number of communities 
across BC, and Terrace is no exception. Service providers described the experiences of partners 
of camp workers or shift workers, typically women, who spoke about putting their child in care 
during the day or part of the week in order to pursue part-time or full-time employment. 
However, the income from employment did not always offset the cost of childcare, and some 
found that the cost of daycare would exceed the amount earned. Service providers detailed 
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frustration and isolation from parents who desired to rejoin the workforce, but financially could 
not afford to at the time. 
“I’ve also seen the difficulty of being left with the burden of 24/7 childcare and probably not 
being able to afford childcare and having to be able to do it all by yourself and your partner 
is away at camp. I imagine that would be terrible, I can see that it’s an intense struggle” 
(Participant 1) 
Income was brought up by all participants at one point or another during interviews, who 
identified it as the primary driver that allowed individuals and families to lead healthier and 
happier lives. Financial instability and unstable employment were sources of stress for clients. 
Industry offers more jobs for less educated workers, which financially elevates them and their 
families. However, when jobs are cut these workers are the first to lose their jobs, leaving them 
financially vulnerable. The degree of employment stability experienced by clients was referenced 
by service providers. Those with well-paying jobs received good benefit coverage, which 
allowed for clients to take better care of their health and wellness. Those without stable 
employment or comprehensive benefits packages could not afford ‘luxuries’ like private 
counselling, registered massage therapists, physiotherapists, and other services. Service 
providers noted that when communities were flooded with money from industry, people invested 
more in their health and wellness. ‘Limited training opportunities’ refers to the lack of access to 
educational programs within the region (university, trade school, or college). When workers can 
easily get well-paying jobs with industry, many do not pursue formal trades training.  
Housing was another issue that service providers brought up frequently, from homelessness 
in the community to the cost of renting, and even the inflation of their own properties. Housing is 
a hot issue in Terrace and Kitimat: prices have a history of rising and falling dramatically. 
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Service providers spoke about low income clients being pushed out of their homes, and the lack 
of rentals and accessible housing. 
“It effects my clients in that they have no places to rent, they are being evicted because their 
rentals are now being sold to industry players who will stay here for 2 years and flip their 
house and leave…” (Participant 7) 
 Participant 2 noted the value of their own home had risen in the last few years, and 
expressed concern for renters, lower income families, and young families trying to purchase their 
first home. Service providers were well aware that the cost of housing was prohibitive for low 
income families. 
“I’m a home owner, I’ve seen the value of my house shoot up…yay… that’s the only yay that 
I’ve seen from it. The other bit is the influx of more people wanting to come here which again 
jacks up the prices for rent and for houses” (Participant 2) 
Participant 5 described changes within their neighbourhood as new builds spring up around 
them.  
“The price of housing has gone up significantly and there’s a ton of new builds and like even 
in the area that I live there’s a lot of forest area that’s still forested, but the area is being cut 
down for new roads and new houses are being put in, so I assume that they are speculating 
that the population is going to increase significantly…” (Participant 5) 
Finally, participants also emphasised the importance of Indigenous experiences and racism in 
understanding mental health issues in resource communities. Service providers spoke with 
empathy when describing that the majority of the street-entrenched population of Terrace is 
Indigenous. Service providers recognized and were cognisant of the current and historical 
context that shapes the lives of Indigenous peoples in their communities. The establishment of 
the Intensive Case Management Team was highlighted as a comprehensive program that 
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providers hoped would help members of their communities. They described the complexities of 
providing culturally sensitive and appropriate care. Some expressed they shied away from 
working in Indigenous communities as settlers, as they found the work challenging. Providers 
discussed how racism is still present in the social fabric of the community. When asked why they 
felt that way, providers proposed a lack of historical understanding by some settlers as a potential 
rationale.  
“I would venture to say it’s almost all Indigenous people who are really, you know, our 
street-entrenched people and I think just sometimes that general knowledge around what’s 
happened for our Indigenous people and how they came to be in this position, I think that 
would really help because there is still a lot of racism” (Participant 8) 
5.3.5. Industry’s influence and legacy 
Finally, ‘Industry’s influence on community’ is the last main theme generated from the 
analysis process. Industry was surrounded by satellite codes such as: ‘environmental impacts’, 
‘fear and uncertainty’, ‘boom time’, ‘bust time’, ‘too late and green options’, ‘transient workers’, 
‘exploitation of community’, ‘desire for lasting impact beyond tokenism’, ‘inequities’, and 
‘community divided’. Figure 9 depicts the central theme of ‘industry’s influence on community’ 
in blue, with the satellite themes that feed into it surrounding in grey.  
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Figure 9: Portion of thematic analysis map: Industry’s influence and legacy 
Service providers described that the potential environmental impacts of industry influenced 
their personal lives and the lives of their clients. Providers said the natural beauty and wildness 
of the region was part of its allure, and relayed that their clients and residents of the greater 
community felt the same. Providers spoke fondly about being able to take a walk into the forests 
and along the river and feel as though they are away from the bustle of town. Some 
recommended their clients take a walk outside when feeling stressed or wound up, and described 
the fresh air and clean waterways to be nourishing. Uncertainty and fear crept into these 
discussions as providers postulated how industry could negatively impact the natural 
environment cherished by all.  
“You hear rumors around Kitimat where people say… the fact that it’s not properly cleaned 
and there’s aluminum in the water, and people sort of anecdotally saying there’s higher 
levels of children with learning disabilities, you know, and so it’s a lot of things that do sort 
of have those undercurrents of concern” (Participant 3) 
Above, Participant 3 speaks to the undercurrent of concern in the communities about the 
environmental impacts of resource development and the health of residents. Below, Participant 8 
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speculated how subtle changes to the community weigh on the health and well-being of 
residents. 
“I just believe that the noise and busyness and movement, things that we’re not used to here, 
I think, on a physiological level it weighs on us, and, yeah, I think mentally and emotionally 
it starts to impact us” (Participant 8) 
Service providers spoke about ‘fear and uncertainty’ when thinking about the future, and how 
industry will impact the community over the next five years. Concerns about environmental 
degradation, salmon health, air quality, wildfires, equitable income distribution, crime, and more 
were commented upon by service providers. Providers feared ‘turning into a Fort McMurray’ 
and considered the impacts of industry in Alberta’s industrial hub to be the worst case scenario 
for Terrace.    
“I know for me personally that’s my biggest fear, is that Terrace is going to change like 
that… I never want to cause offence, but I didn’t like Fort McMurray and I don’t want it to 
ever, I love this place and I don’t ever want to see it become like that” (Participant 8) 
Service providers talked about ‘boom time’ and described increasing traffic, more pollution 
and garbage, longer waits at restaurants, more expensive local accommodation, and increasing 
housing prices. When providers described ‘bust time’ they discussed topics like economic 
instability, addictions, domestic violence, and people moving away from the community. An 
interesting theme raised during interviews was coded as ‘too late and green options’ (Figure 9). 
Some providers posed the question that by the time these projects are built and ready for 
operation, will it be that Terrace and Kitimat have missed the market for non-renewable 
resources like LNG and be left with outdated infrastructure. Interviewees postulated that perhaps 
more alternative and sustainable options for renewable resources should be explored before 
sinking millions of dollars into LNG locally.  
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“…there’s people who question, is this a little bit too late because there are industries that 
are moving forward with different types of energy? Are we doing this for something that’s 
not necessarily going to be used down the line?” (Participant 3) 
‘Transient workers’ came up as a theme linked to industry in rural and remote communities. 
‘Transient workers’ refers to workers who are not residents of the community, and stay only for 
a short period of time before moving on. These workers, often males, engage in some of the 
unhealthy behaviours associated with work camp culture, including drug and substance use, hard 
partying, and contribute to increased rates of sexually transmitted infections.  
 “I think that also we’re just going to have an influx of people, and I don’t think money ever 
makes up for the fact that there could be some social, repercussions, it doesn’t buy it out, 
yeah, I see the benefit for the economy, and I see work at least on a temporary basis for some 
of my clients, but I also think these companies will be bringing in other people, and working 
out of camps and those people at camps are going to be wanting entertainment and so maybe 
there’s going to be more prostitution or whatever. Yeah, I mean I hope that that’s not the 
case, because I really don’t think that’s what anyone wants for their town. I hope it’s just all 
like a bunch of young families…” (Participant 1) 
Above, Participant 1 expressed optimism mixed with pessimism and speculated as to what 
the future could hold for Terrace. Below, Participant 5 expressed concern pointing out the influx 
of workers and the drug situation within the community.  
“I’ve had a few people express worries about who that’s going to bring into the community 
in terms of the transient nature of the workers, the young men who are going to be coming 
in… young men [laughs] getting paid a lot of money and not necessarily the maturity to 
handle the situation, there’s a bit of a fear that it will be like Fort Mac… where the drug 
situation will get even worse…” (Participant 5) 
‘Exploitation of community’ was expressed by some service providers. Some felt that 
Terrace, Kitimat, and other rural and remote communities cannot afford to say no to industry. 
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‘Desire for lasting impacts beyond tokenism’ is another interesting code that arose during 
interviews. Some providers expressed that industry appears to be financially invested in local 
communities by offering sponsored evenings, scholarships, and t-shirts at town meetings. Some 
providers expressed this was a hollow gesture, and pointed out initiatives they would like to see 
industry undertake in communities. Examples of desired projects to which industry could 
contribute include a local addiction and treatment centre for youth, a men’s shelter, a local Free 
Store, the women’s shelter, the new Terrace Foundry (a local mental health and addictions center 
for youth age 12 to 24), affordable recreation spaces for families, and more.  
“…they talk about paying millions and millions of dollars in royalties to various interested 
stakeholders for 25 and 35 years, great. Then fork out some of that profit into a lasting 
community fund. I think about those in the greatest need. We need youth shelters here, we 
need a great pool hall that’s nice and clean and is well staffed so that young people can go 
somewhere and party safely. We need addiction centres here so that women don’t have to 
leave the community for eight weeks at a time to try to get clean and leave their babies 
behind. They have no problem running colosseums in every major city in the world, then you 
know, build us a nice little house here for adolescents who need addictions treatment close to 
home” (Participant 7) 
‘Inequities’ were identified by service providers across multiple interviews. Providers 
expressed that some community members were more immune to bust times than others. For 
example, lower income individuals who gain a well-paying job with industry were elevated for 
the duration of their employment, and they experienced more expendable income and luxuries. 
However, when they lose those jobs they are back to working at a local gas station or restaurant. 
These individuals and their families are hit the hardest, while middle class and upper middle 
class families are more immune. ‘Community divided’ was discussed in detail by service 
providers. Service providers’ opinions of industry appeared to range from neutral to opposed to 
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its arrival. Participants relayed that some of their clients expressed the desire to gain employment 
with industry, and others optimistically expressed interest in putting their house on the market. 
Jobs and income were described as the main drivers that aligned clients as pro-industry. Service 
providers mentioned that many kept their opinions to themselves both inside and outside of their 
work sphere. 
5.4. Discussion 
Interviews with mental health service providers yielded interesting insights into the 
communities experiences and providers’ perceptions. This discussion section examines the main 
themes and their related satellites codes, as well as their connections and meaning in relation to 
one another. Connections will be made with the literature review presented in Chapter 2, as well 
as the findings from the targeted systematic review in Chapter 4.  
5.4.1. Concerns and frustrations with ‘the system’ 
Service providers expressed a variety of concerns and frustrations related to their work. 
Analysis unearthed more of the nuanced or implied frustrations that arose during the interviews 
with service providers. Attitudes towards these challenges associated with providing mental 
health care varied. Some participants were rather matter-of-fact, others proposed ideas on how to 
help and enact change, and some expressed apathy towards issues they felt they could not 
address as a single individual within the greater organization of care. The majority of the 
frustrations expressed by service providers linked to the key theme of systemic issues in 
healthcare or the child and youth mental health theme. Both of these issues were related to bigger 
picture ideas, where participants as individuals struggled to make changes in the greater health 
care system as a whole. Service providers expressed frustrations surrounding waitlists, bouncing 
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referrals, gaps in care provision, burnout and turnover, healthcare politics, understaffing, stigma, 
the generalist nature of care, and lack of resources and support options for their clients.  
Comments describing some of the issues faced in providing care, like wait times, 
understaffing, burnout and turnover, and bouncing referrals, are primarily based in the public 
sector, those in private care did not often express that they had considerable or unmanageable 
wait times. Service providers with clients in the public healthcare system described many of the 
compounding factors that were discussed in the literature review section in Chapter 2. Fitzpatrick 
et al. (2017) described experiences in Australia where health inequities are further complicated 
by structural and bureaucratic systems that impact the accessibility of healthcare in rural 
communities. Shah et al. (2017) characterized similar issues in Canada, where rural and remote 
Canadians experienced longer wait times to receive care and received fewer resources than those 
living in urban areas of the country. Hoeft et al. (2018) reported on understaffing and the lack of 
specialized health care providers in rural communities. All of these factors add stress on the 
health care system and those navigating care within it. There are a number of parallels that can 
be drawn between the literature in Chapter 2 that characterized mental health care in rural 
communities, and the experiences described by service providers in Terrace.  
 Private services were noted to come at a cost to the client, creating a considerable barrier for 
many Canadians. This issue was not identified in the literature review nor the targeted systematic 
review. Most private services ranged from 85-110 dollars a session, with little room for 
flexibility on the price. In some circumstances participants described how a client could use their 
extended health or EAP benefits to pay for these private services or for a portion of the cost, but 
again, this is not always an option to those in lower income positions, part-time, unstable 
employment, or those who are unemployed. Out-of-pocket payment for health services is not 
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affordable for many Canadians and contributes to health inequities and disparities (Edmonds & 
Hajizadeh, 2019).  
Service providers stated the generalist nature of care was a positive aspect of their work. This 
is consistent with the findings in the literature from Jones & Palour 1985 and Philo et al., 2003. 
Providers in the field of mental health worked with clients with a variety of conditions and 
symptoms and enjoyed the diversity of their practice. Pulakos & Dengerink 1983, also found that 
mental health professionals in rural and remote communities worked with diverse groups of 
patients as there were no specialized services available. Some providers expressed that the 
variability of their role and the differing conditions and illnesses their clients lived with kept 
their work interesting and kept their skills sharp. One provider expressed that only focusing in 
one modality of care or treating only one type of illness or disorder would be boring and would 
dull a practitioners’ skills over time. In regards to generalist care, the findings agree with the 
literature but go further in describing how service providers within this sample enjoy this 
diversity of practice.  
This positive outlook on the generalist nature of care may not be shared by the clients 
themselves. While practitioners stated they enjoyed the diversity of their case load, there is the 
potential for clients with unique and complex needs to fall through the cracks in a rural setting. 
Fitzpatrick et al. (2017) described how rurality and lack of resources were compounding factors 
impacting the care of clients living in complex conditions with severe mental health issues. 
Similar experiences can be observed in Terrace, where clients with chronic mental health 
conditions and complex living situations are challenging for generalist care providers. However, 
in Terrace in particular, Northern Health has launched an Intensive Case Management Team 
(ICMT) to address just this issue. The team targets clients struggling with complex mental health 
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issues, addictions, or a combination of the two experiencing functional challenges associated 
with community living, housing and income (Northern Health Authority, 2019). Participants 
boasted that the ICMT team in Terrace was effective, making meaningful and lasting changes in 
the health of their clients.  
5.4.2. Child and youth mental health 
Providers across both public and private sectors felt strongly that children and youth were an 
underserved population. Providers expressed their grief and frustration about and avoidance of 
the field of child and youth mental health in the community. The topic of child and youth mental 
health featured prominently throughout interviews with service providers. Although few of the 
mental health service providers interviewed worked with children or youth themselves, this 
population group was identified as a critical area of concern. Service providers recognized the 
need for specialized training to work with children and youth, and described it as a niche area of 
care.   
At the time the literature review was conducted, children and youth were not a population 
that were specifically explored. Nonetheless, the findings from the targeted systematic review 
and the interviews with mental health service providers identified children and youth as a critical 
population where mental health care gaps exist. Some participants suggested that the unique 
challenges of working with children and youth, as well as the high stakes, make working with 
children and youth not suitable for all practitioners. This links back to the lack of service 
providers available, as Terrace and Kitimat lack resources and training opportunities locally. 
Nonetheless, service providers could agree that children were suffering and slipping through the 
cracks of the health care system.  
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Practitioner guilt as a theme was discussed by service providers mostly when speaking about 
children and youth, and vulnerable clients. Two participants recounted circumstances where they 
had significantly discounted their service, or used their personal networks and connections to 
coordinate services for a client. In both cases, this was beyond the scope of practice, but service 
providers felt they had made the right choice in going over and above their formal duties to 
provide care they deemed necessary. Expanding on related themes, Hanlon et al. (2011) 
described the concept of health voluntarism, and the underlying systemic conditions and contexts 
that motivate health care professionals to act. Practitioner guilt could be considered a form of 
health voluntarism.  
Service providers also discussed a gap in service mandate that occurs between age 18 and 19. 
In BC, child and youth mental health services serve the population age 0-18 years of age 
(Ministry of Children and Family Development, 2020). Adult mental health services serve the 
population of 19 years and older (Ministry of Health, 2020). Service providers identified this gap 
year as a pitfall for mental health care and expressed their frustration surrounding who should be 
responsible for those within the gap year age range. Providers described excitement when 
discussing how Terrace was getting a Foundry. Foundry BC is a youth center that provides 
mental health and addiction services to young people age 12-24 (Foundry, 2020). As of 2020, the 
Terrace Foundry is still under development. 
Only a small number of studies in the systematic review mentioned children and youth in 
some capacity (Goldenberg et al., 2010; Kaczmarek & Sibbel, 2008; Sharma, 2009). Goldenburg 
et al. (2010) described how resource development impacted youth in the community of Fort St. 
John, BC. They detailed how youth were lured to join the work force early in the oil and gas 
sector, some at the expense of their education (Goldenberg et al., 2010). Interviewees in 
 98 
Goldenburg’s work also discussed being exposed to drugs and alcohol early, and the work-
related stress from being isolated from their friends and families. Kaczmarek and Sibbel (2008) 
examined the effects of employment-related father absence on children's psychological well-
being, finding that employment related parental absense did not influence children's depression 
or anxiety scores across standardised metrics. Sharma (2009) explored the well-being of male 
mine-workers’ families in Australia, and reported that work schedules of male mine employees 
may negatively impact the long term health of their families, marginalize female partners, and 
may affect the social and emotional health of children.  
While the literature included in the final sample of the targeted sytematic review described 
some aspects of the impacts to children and youth, it did not assess mental health care provision. 
Nonetheless, a scan of recently published works exploring children and youth’s access to mental 
health services in Canada identified the delayed identification of illness, long wait times, and 
hurried transitions to care as key issues (Malla et al., 2019; Reaume‐Zimmer et al., 2019). 
Evidence suggests that these issues are further exacerbated by geographical isolation in rural and 
remote communities (Boydell et al., 2006). While child and youth mental health access was not a 
primary topic explored during the literature review or targeted systematic review, there is recent 
literature validating the experiences of mental health service providers working with children and 
youth in Terrace and Kitimat.  
5.4.3. Industry’s influence and legacy 
Perceptions of industry’s influence in the community from service providers varied. Certain 
aspects were identified as nuisances, while others were more harmful leaving lasting legacies. 
Nuisance impacts included increased traffic on roadways, noise pollution, increased transient 
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population, infrastructure construction and concomitant traffic pattern changes, and longer wait 
times at local businesses for services like meals, coffees, and gasoline. Some of the more harmful 
and long lasting impacts identified by service providers were the increasing numbers of 
individuals seeking services for addictions, increasing fentanyl overdoses in the community, 
higher rates of domestic violence, potential for environmental contamination and environmental 
disaster, and the fear and uncertainty faced in the future as industry and market demand for 
natural resources is difficult to predict. Some of these more ‘wicked’ and persistent impacts to 
communities are also recounted by Betz & Snyder (2017) and Van der Ploeg (2011) when they 
describe the ‘natural resource curse’.  
Participants described the speculation phase of industry, where a proposed project is 
speculated to begin in a community, but construction has not yet begun. The speculation phase is 
noted by subtle changes in the community as members prepare for the potential boom or 
upswing of industry in their community (Buse et al., 2016). Service providers recalled changes in 
the community almost overnight after the potential local project was announced. Kitimat is the 
site of the proposed project, yet providers were already identifying small changes in Terrace, 
including more traffic, bustling local businesses, and booked-up flights.  
Participants were also cognizant of the fact that more home builds and infrastructure meant a 
population increase, and voiced concerns over the influx of newcomers into the community. 
Some expressed hope that the influx would be accompanied by young families following the 
available work, which would strengthen the local economy. Others were concerned about the 
transient male work force that might flood into the community instead. Roche et al. (2016) 
described how male dominated industries can be particularly problematic for men’s mental 
health, in that this type of work is typically isolating, in part due to long shift hours. Some of the 
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social impacts that transient workers bring were brought up as concerns, including increasing 
drug use and addiction issues and increasing rates of STIs from high risk behaviours. These 
concerns expressed by care providers in Terrace align with previous work from Shandro et al. 
(2011), Goldenburg et al. (2008), and Westwood & Orenstein (2016) who describe similar social 
and health impacts in their works.  
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CHAPTER 6: SYNTHESIS AND CONCLUSIONS 
6.1. Introduction 
 The final chapter of this thesis is focuses on discussing the findings from the targeted 
systematic review, as well as the interviews with mental health service providers: the chapter 
seeks to synthesize and discuss insights from the research as a whole, as well as offer 
conclusions from this study. The two distinct phases of the research design (Chapter 3) allow for 
an in-depth exploration of the similarities, differences, and nuances between the global published 
literature and the more local experiences of mental health service providers in Terrace and 
Kitimat. This synthesis chapter will also reflect back on the research questions and discuss the 
strengths and limitations of the research process. 
6.2. Research Questions 
This research sought to address the three research questions outlined in Chapter 1. The 
following section revisits the research question with insights gained from the phased research. 
Connections across and between Research Questions are discussed further in the Section 6.3 
(Synthesis). 
Research Question 1 asked about the impacts of resource development on mental health and 
well-being, and was addressed by the targeted systematic review of the HIRED dataset (See 
Chapter 4). Since the undertaking of this research, works by Reschny et al. (2018), and Brisbois 
et al. (2019) have been published summarizing the detailed findings of the entire HIRED dataset. 
This targeted systematic review benefited greatly from the work by Reschny et al. (2018) and 
Brisbois et al. (2019) in that comparisons between this targeted systematic review and the greater 
HIRED dataset are possible. 
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Research Question 2 (Chapter 1) was addressed through interviews with mental health 
service providers in Terrace and Kitimat (Chapter 5). Service providers were asked to share their 
experiences and perspectives in providing care in a resource dependent community. They 
described both strengths and challenges associated with providing care. Key themes that were 
identified from analysis of the interviews with mental health service providers included systemic 
issues in healthcare, child and youth mental health, mental health risk factors and determinants, 
industry’s influence and lasting legacy, and the social determinants of health.   
Research Question 3 was intended to synthesize the findings from the targeted systematic 
review and the interviews with mental health service providers. Challenges arose with this task, 
due to the distinct and in some cases divergent findings that arose in each phase. The findings 
from the targeted systematic review provided an in-depth look into the global literature 
describing mental health and well-being, but there were few points of resonance with the more 
complex, nuanced, and place-based understanding of the experiences of service providers, which 
aligned more closely with the literature reviewed in Chapter 2. Even so, seeking to synthesise 
findings across phases of work did identify gaps and areas of concern, discussed in Section 6.3.  
6.3. Synthesis, Tensions, and Gaps 
Findings from the targeted systematic review were distinct and did not align well with the 
insights gained from interviews with mental health service providers or the literature engaged 
with during the scoping phase of this research (see Chapter 2 and Table 1). Literature analysed 
from the HIRED database in the targeted systematic review focused primarily on worker health 
and surrounding communities, emphasizing the psychological impacts of resource extraction 
primarily experienced by workers. Few studies in the targeted systematic review focused on the 
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impacts experienced by women, children and youth, Indigenous populations, and marginalized 
peoples. Although it was hoped that a targeted systematic review might help to offer more 
insight into these issues, this was not the case, which instead reinforced findings by Reschny et 
al. (2018) and Brisbois et al. (2019) about the limitations of the global published literature, as 
identified by the HIRED dataset.  
Overall, the targeted systematic review reinforced the gaps identified by Brisbois et al. 
(2019) and Reschny et al. (2018) which found that mental health and well-being impacts were 
underreported within the global literature identified by HIRED dataset. This targeted systematic 
review identified only 29 sources that described and studied mental health and well-being 
impacts (See Chapter 4), which equated to only one percent of the HIRED dataset reported on 
mental health and well-being impacts. A point of difference was that Brisbois et al. (2019) found 
that workers were most often cited as the affected population (69.7 percent), but within this 
targeted systematic review focused on mental health, surrounding communities were the most 
affected population (39 percent), with workers close behind (28 percent). The targeted systematic 
review therefore helped to identify slight differences in the affected populations being studied in 
literature focused on mental health and well-being impacts.  
Findings from both the targeted systematic review and the interviews reinforced concerns 
raised by Reschny et al. (2018), about the mismatch between the types of studies being 
published, and priority topics of concern in northern BC. Reschny et al. (2018) cited the priority 
topics of concern in northern BC communities as: impacts on mental health and well-being, 
social determinants of health, and impacts on culture and community cohesion. The targeted 
systematic review reinforced the lack of literature focused on mental health, and service 
providers spoke at length about impacts to their communities focusing on the social, health, and 
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greater community impacts, and specifically voiced concern for children and youth, women, 
Indigenous communities, and marginalized populations.  
Although findings from the targeted systematic review did not offer much relevant 
information to enrich the context or understanding of the experiences in Terrace and Kitimat, 
insight gained from conversations with service providers did reinforce the priority topics of 
concern identified by Brisbois et al. (2019). Building from the findings of Brisbois et al. (2019), 
the findings from this research underscore that mental health and well-being is a neglected field 
of study, specifically among minority and vulnerable populations including women, children and 
youth, migrant workers and Indigenous peoples. 
As intended, the interviews with mental health service providers yielded very different 
insights than those gained from the targeted systematic review. Findings from interviews with 
mental health service providers aligned more accurately with the literature described in the 
literature review section of Chapter 2. Compared to the targeted systematic review, mental health 
service providers spoke at length, and offered nuanced insights into how resource development 
indirectly impacts their communities, specifically voicing concern for children and youth, 
women, Indigenous communities, and marginalized populations. The findings from the 
interviews therefore helped to make initial steps toward addressing the publication gap identified 
in the published literature (Reschny et al. 2018; Brisbois et al. 2019).   
Insights from service providers highlighted key areas of concern within the communities that 
were not identified in targeted systematic review. The interviews identified child and youth 
mental health as a critical topic of concern. This emphasis can be compared to recently published 
articles in Canada that examine child and youth access to mental health services [Malla et al. 
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(2019), and Reaume-Zimmer et al. (2019)], which identify three critical issues with care: the 
delayed identification of illness, long wait times, and hurried transitions to care. Providers’ 
experiences align with this recent literature, and also reinforce themes raised by Boydell et al. 
(2006), who note that child and youth mental health, specifically through a rural lens, is a critical 
area of concern in Canada.  
Emerging literature also explores the mental health and well-being impacts of climate and 
environmental change (Galway et al., 2019; Kipp et al., 2019). Recent work from Kipp et al. 
(2019) identified rural and remote communities as most vulnerable to climate change, which also 
raises the question of how natural resource extraction and development contributes to this 
growing issue. It is likely the cumulative impacts of climate change and resource development 
will be a particularly challenging issue to navigate in rural communities.  
Providers also identified a number of community concerns that resonate with concerns 
around resource development impacts on the social determinants of health. Housing was clearly 
articulated as an ongoing issue by service providers, one that is directly related to resource 
development activity within the community. Shandro et al. (2011) documented how the cost and 
accessibility of housing in a community are impacted during an economic boom. Following LNG 
Canada’s decision to move forward with an LNG processing and export facility in Kitimat in late 
2018, house prices began to rise in both communities (Terrace Standard, 2020). In response to 
the changes observed in the community, service providers emphasized the importance of BC 
Housing services and resources to ensure low income families are supported through the boom 
and bust cycling.  
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Unhealthy behaviours in workers were identified as an area of concern through both the 
targeted systematic review and interviews with service providers. Of the undesirable social 
impacts, Goldenberg et al. (2010) emphasised the influence of the ‘work hard play hard’ culture 
that is prevalent within extractive industry. The targeted systematic review (Chapter 4) described 
addictions, lack of coping skills, and high risk behaviours as problematic issues faced by workers 
(Northern Health Authority, 2012; Roche et al., 2016). Findings from interviews with service 
providers added to these insights with a more in-depth understanding of how transient workers 
and local workers impact the social fabric of a small northern community (see Chapter 5.4). 
In particular, interviews with service providers contributed nuanced insight into how shift 
work impacts families and relationships. Providers expressed that the expendable income 
available to workers can be challenging for individuals to manage, especially when living with 
addiction. Expendable income is positive in that it infuses more money into the local economy 
and gives more resources to workers and their families. Unfortunately, it also creates space for 
addictions and unhealthy behaviours to develop when workers are isolated and unsupported. 
Northern Health (2012) identified male workers with high income and poor coping skills as 
being most at risk for developing unhealthy behaviours when exposed to the ‘work hard play 
hard’ lifestyle.  
Addictions and mental health stigma were themes that arose from interviews with service 
providers. The targeted systematic review did identify addictions as an unhealthy behaviour that 
is associated with extractive industry, but mental health stigma was not identified during the 
systematic review. Interviews with service providers identified mental health stigma as an 
ongoing issue in the northern community. The systematic review literature did not address issues 
like poor coping skills and emotional regulation in men, but service providers articulated that 
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some of their male clients working in industry struggled with additions, poor coping skills, and 
experienced negative mental health stigma. Findings from Courtenay (2000) and Roche et al. 
(2016), which were cited in the literature review, (Chapter 2) articulated similar concerns related 
to men’s mental health, mental health stigma, and the negative impacts of stigma and ‘masculine 
norms’ reinforced by work camps. Service providers articulated that these issues require specific 
attention in Terrace, noting that interventions in northern BC may need to be approached 
differently than they would in southern BC.  
6.4. Reflections on Key Concepts and Research Design  
When I developed this research I was a novice researcher, with big aspirations for this 
learning journey. Reflecting back, the research I designed and envisioned is different than the 
product and process I have created, most notably in the synthesis (section 6.3). As noted above, 
once the two primary phases were complete, I struggled to bring together and synthesize the 
phases as intended. I anticipated the findings to be complementary, with threads of similarity 
throughout the phases. In actuality, the two phases of work yielded different findings which 
meant that synthesis proved to be challenging, and yet also identified some interesting tensions 
and new insights into both the concepts that informed the work as well as my own positionality.  
6.4.1. Insights into key concepts  
Connecting back to the ecohealth health principles from Section 3.2.1, the two principles of 
systems thinking and social and gender equities featured most prominently throughout the 
conceptual framing of this work, and were also informative during the analysis and interpretation 
of findings. Notably, systems thinking was helpful when interpreting interviews with service 
providers as it encouraged me to consider more holistic approaches to complex issues 
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(Oestreicher et al., 2018). Systems thinking encouraged a broader understanding of the complex 
social, economic, and health impacts described by service providers. The social and gender 
equity principle tied into the social determinants of health framing of this work. Providers 
highlighted experiences of women, children and youth, and marginalized populations raising 
questions of both social and gender equity. The importance of social determinants of health were 
evident through the targeted systematic review and interviews with service providers. Although 
this work was largely positioned in the health sphere (consistent with my role as a health 
researcher), the research underscored the relevance of research that addresses the intersections 
between health, equity and sustainability, and social complexity, which can be challenging to  
align with some more traditional population health framing. 
These points of intersection between ecohealth and the social determinants of health also 
point to some interesting connections to the relevance of intersectionality theory in relation to  
research in resource dependent communities. Intersectionality theory has been used to explore 
how the intersections of social inequities create unique forms of discrimination (Green et al., 
2017). Gislason et al. (2017) recommend applying intersectionality when examining the 
relationships between complicated domains like the social determinants of health, ecological 
determinants of health, and resource extraction. Intersectionality can be helpful to understand 
how discrimination and subsequent health inequities reflect greater systems of power (Gislason 
et al., 2017). During interviews with service providers, intersectionality seems especially 
relevant to the experiences of workers’ partners, children and youth, and Indigenous community 
members. Noting that these populations are impacted by intersections of financial, social, and 
colonial systems, intersectionality theory may have some important considerations to inform 
future research in resource dependent communities. 
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6.4.2. Revisiting positionality 
Reflecting back on the research journey (Gold 2002), I recognize points along the way where 
my understanding and awareness has evolved. I came to these conclusions through conversations 
with my co-supervisors, valuable insights from my committee, and reflective journaling. 
Merriam et al. (2001) described how positionality can be determined by where one stands in 
relation to ‘the other’. When considering interviews with service providers, I anticipated being 
an outsider or ‘other’. I imagined that service providers would see me as an ‘other’ because I saw 
myself as an ‘other’. Rereading Bourke (2014) near the end of this journey helped me to become 
more aware of my early assumptions. Reflecting on the interview process, I have become more 
aware of the ways that the research may have been influenced by the ways I was also an insider. 
I think that my education, ethnicity, and social status allowed me entry and opportunity in this 
aspect of my research journey, which may not be as easily extended to another researcher with 
different axes of identify. This could be identified as a strength of the research.  
However, reflection has also made me contemplate who else could be considered an outsider 
or other in the context of this work. While I did not collect demographic information on my 
participants to protect their anonymity, through conversations with participants I am inclined to 
believe that they were of similar education and social class, and like myself, likely belong to the 
Western ‘dominant’ culture (Wilson, 2008). Terrace and Kitimat are small and in close 
proximity number of Indigenous communities, yet there is little representation of Indigenous 
peoples’ lived experiences or world view throughout this research journey. Notably, during the 
interviews with service providers some expressed they shied away from working with 
Indigenous communities, and in some circumstances, I felt as though the topic was avoided all 
together. In one interview where I asked a follow up questions when the participant brought up 
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an issue relating to a local Indigenous community, the participant upon checking of their 
transcript asked for this section of our conversation to be removed. This experience left me with 
the impression there was a degree of discomfort from some service providers around the 
experiences of local Indigenous peoples. Speculating on the root of this discomfort has raised 
new questions, and also increased my awareness of the ways that positionality (of researcher, and 
participants) can influence research. For example, given the context of Terrace and Kitimat, my 
positionality may have contributed to lack of representation and awareness of the experiences of 
Indigenous peoples within this research. 
The research experience has expanded my awareness of the ways that mental health and 
well-being impacts of resource extraction may be borne disproportionately by Indigenous 
peoples (Harder, 2016; Gislason et al., 2017). While this research did not address this issue, it 
did challenge me to see ‘otherness’ from beyond my sense of self, and it challenged me to see 
what or who is not present or represented in the research journey. I feel further research is 
necessary better understand how resource extraction and development impacts the Indigenous 
peoples and vulnerable populations. Taking what I have learned from this experience, if I were 
involved with designing research focused on resource extraction impacts on Indigenous peoples 
and vulnerable populations, I can see that this would require a very different approach than the 
research journey described here. 
6.5. Strengths and Limitations 
Reflection is a valuable activity in research, allowing one to look back on the epistemic 
decisions and the inquiry process (Mortari, 2015), including identifying strengths and limitations 
of the study design. One of the challenges I encountered during the targeted systematic review 
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was the extent of data that was identified during analysis of the 29 review items. Although the 
checklist I created was robust, as analysis progressed some of the analysis and information 
identified did not end up being meaningful or relevant to the final presentation of findings. While 
I spent time engaging with analysis that was not all relevant to my final interpretation, I 
nonetheless gained a richer understanding of the articles and learned from the experience.  
Living in Prince George and conducting data collection in Terrace was challenging, 
especially during the winter months. I was often only able to set up one or two interviews per trip 
to Terrace. Participant recruitment took considerably longer than anticipated, and proved to be 
challenging as potential participants were very busy and also need to travel frequently to 
surrounding areas and communities for work and leisure. ‘No-shows’ are common in the mental 
health field, and this was unknown to be before I began this research. This was beneficial to me 
as a researcher, since potential participants welcomed an interview when a client missed their 
scheduled appointment. However, these opportunities were challenging for me to benefit from as 
I was not able to meet with service providers with an hour notice. Although conducting research 
in a community an eight hours drive from where I live was challenging, it also gave me 
experiential insight regarding the related challenges of living, working and service provision in 
BC.  
Both a strength and a limitation is the timeliness of this research. When I began this work in 
2016, Terrace and Kitimat were in a highly speculative phase for a variety of different industrial 
projects, including LNG facilities and transport pipelines. It is evident that a lot has changed over 
the past four years, including the fact that projects that were of initial concern to residents of 
Terrace and Kitimat have progressed. Some have been accepted and moved into the construction 
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phase, while others have been abandoned. As the industrial projects and proposals come and go, 
a degree of uncertainty remains in the community.  
Access to the HIRED dataset was certainly an asset to this work. However, datasets age and 
new research and evidence is published every day; this is a common limitation of systematic 
reviews and targeted reviews (Bastian et al., 2010). The Cochrane Review Handbook emphasises 
that time is an essential component to conducting a robust review (Higgins et al., 2019). Yet 
conducting work in a timely fashion to produce relevant and current outputs can be challenging. 
The HIRED work which, while conducted in 2015, took some years to be published as an initial 
report (Reschny et al., 2018) and as an article profiling the scoping review (Brisbois et al., 2019).  
The interviews with mental health service providers resulted in over a hundred pages of 
transcription. The mix of public and private workers yielded a well-rounded account of the 
experiences of those providing care within the communities. Although the sample size for this 
work is relatively small (n=8) the analysis of interview findings suggested saturation was 
achieved. Saunders et al. (2018) stated that saturation is considered to be the point where no new 
codes arise from the data, noting that a small or large sample size does not necessarily guarantee 
saturation. During the coding and analysis process, I found that almost all the codes were 
identified from the first four or five interviews. The data collected and subsequent cluster map 
produced was highly interconnected, with numerous participants speaking to or alluding to the 
same points and issues within their interviews.  
Finally, the research process was also influenced by my own challenges as a graduate student 
and research trainee. In addition to the inevitable lessons about methodology and research 
iterations, there were challenges to complete the research process in a timely way. Balancing 
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paid work and thesis responsibilities is a challenge for many graduate students and this featured 
for me throughout the process of research, analysis, and writing. At times it was necessary to 
place greater importance on paid work, which in turn prolonged the research process, allowing 
different stages of the work to stagnate. From this cycling I learned that re-entering the research 
process after time away makes it challenging to re-immerse and created a sense of wasting 
valuable time each time I ‘stepped away’.  
Looking back at the targeted systematic review I feel like I would have made changes to 
make it a more rigorous process. Notably, a systematic review conducted by only one reviewer is 
not overly reliable. I feel as though I could create a better thesis today with what I have learned 
from my studies over the past four years. That being said, this research process has helped to 
shape my career aspirations, and helped me to develop my research skills and interests. Taking 
into account the challenges and lessons learned, I am proud of the work I have done, noting that 
this is the hardest task I have ever completed. I learned much about myself as a person while 
undertaking in this research process, and for that I am grateful.  
6.6. Recommendations and Implications 
The recommendations from this research arise from both the targeted systematic review and 
the interviews with mental health service providers. Key recommendations are summarised here 
with an emphasis on both the recommendations for action and policy, and implications for future 
research.  
6.6.1. Recommendations for action and policy 
In February of 2020, the Canadian Institutes of Health Research (CIHR) in collaboration with 
the Impact Assessment Agency of Canada held a ‘Best Brains Exchange’ session to discuss the 
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topic of mental health in impact assessment (Canadian Institutes of Health Research, 2020). The 
CIHR brings together senior policy makers with researchers and implementation experts to 
discuss high priority health-related topics. The ‘Best Brains Exchange’ event demonstrates 
growing attention to this issue which needs to connect across federal and provincial assessment 
processes. 
As one contribution to this growing attention, the findings from this research should, ideally, 
be consolidated into a clear and concise document, that is made available to Northern Health, 
industry, and others interested in better understanding the ways that resource development 
influences the mental health and well-being. While challenging, it is important to find ways to 
clearly communicate the findings from the targeted systematic review and the interviews share 
the insights learned in a way that is accessible and useful for communities, industry, and 
interested and affected parties.  
This work has reinforced the message (also identified by the Best Brains event, above), that 
that mental health and well-being impacts are not sufficiently addressed through environmental 
assessment processes. In keeping with the findings of Buse et al. (2018), I identify a particular 
opportunity to factor in mental health and well-being indicators and measures in environmental 
impact assessments. The new BC Environmental Assessment act came into force in December 
2019 (Ministry of Environment, 2019). This raises interesting questions about the opportunities 
for more thorough engagement with existing mental health service provision in communities to 
better reflect mental health and well-being considerations at the onset of a potential project. 
Findings from this work highlight and support the view that environmental impact assessments 
should take greater consideration of the mental health and social impacts that follow resource 
development activities, an area that has been historically underestimated.  
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Findings from this work provide further argument for the development of better indicators to 
monitor mental health, as part of the wider need to address social impacts of resource 
development in communities identified by Buse et al. (2018). While mental health and well-
being indicators can rely on qualitative data, proximal indicators can be developed and used to 
measure critical topics of concern in resource dependent communities. By developing proximal 
measures of social cohesion, crime, average income, housing affordability, and service provision 
and utilization, a more accurate representation of the impacts experienced by communities could 
be inferred. In keeping with the recommendations from Buse et al. (2018), the findings from this 
study reinforce the idea that, in the context of northern communities, ‘best practice’ indicators 
should capitalize on publicly accessible standardized data as well as locally significant data that 
is identified through an inclusive community engagement process.   
One of the critical findings from the interviews with mental health service providers were the 
lack of services available to children and youth residing in rural communities. This lack of 
services can be extrapolated: northern communities are likely to be experiencing similar 
conditions. Children and youth are vulnerable, and their conditions are exacerbated by 
unreasonable wait times for services. Those without economic means endure long wait times for 
public services, and those with economic means often consider leaving the community to pursue 
access to services within a reasonable timeframe. As this research comes to close, an important 
initiative in Terrace is a new chapter of The Foundry, which is a mental health resource centre 
for youth 12-24 years of age (Foundry, 2020). While it is predicted that the Foundry will help to 
decrease the burden on the existing resources and barriers to access for children and youth, it will 
still be important to recognize and monitor potential gaps. 
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6.6.2. Implications for future research  
The broad perspective of this work highlights a number of key areas for future study. Future 
research should explore the upstream impacts of resource development in BC. Terrace and 
Kitimat are considered to be downstream in the supply chain for LNG. It would be interesting to 
conduct a similar study in Northeast BC, where LNG is extracted from the ground to compare 
the experiences of an upstream and downstream community or region in the north. It would be 
interesting to interview a different subset of the population of Terrace or Kitimat. Service 
providers described a more population health-oriented account of those living in their 
communities, while the targeted systematic review focused more on a resource development 
impacts. Had workers or a different population been interviewed, the insights gained may have 
focused more on worker health and wellness as opposed to population health. Interviews with 
workers or the general public may identify other areas of concern that were not emphasized by 
service providers.  
Men’s mental health, stigma, and healthy expression of emotion within northern and rural 
communities are areas of concern that require additional research. There is some literature 
documenting the mental health experiences of men who are working in the field of extractive 
industry, but further research should be conducted to examine poor coping skills and unhealthy 
behaviours in men working away from home. Findings from interviews with service providers 
reinforced the need for targeted mental health services within this population.  
Overall, the research highlighted the need for ongoing research and funding attention to 
decreasing the mental health service gaps and health inequities in rural communities, and to the 
ways that public mental health care services could better address the mental health and well-
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being impacts of resource development. The work also highlights the need for the development 
of more accurate and responsive indicators of mental health and well-being in northern, rural and 
especially, Indigenous communities. Future research exploring indicator development to identify 
‘best practice’ indicators for the northern BC in relation to resource extraction and development, 
may also help to respond to ongoing needs (First Nations Health Authority & Northern Health 
Authority, 2017; Buse et al., 2017).    
6.7. Conclusion 
Coupling the targeted systematic review with interviews with mental health service providers 
yielded a unique piece of work that describes the mental health and well-being impacts of 
resource extraction in Terrace and Kitimat. This work captured in-depth insight from public and 
private service providers, and paired these findings with a review of the global literature in an 
effort to describe how the situation in Terrace and Kitimat varies from the global findings. The 
systematic review resulted in a nested model describing the nexus of workers and their families: 
identifying those most closely impacted, to those in the outer circles of impact, the greater 
community, environment, and society. In contrast to findings from the literature, interviews with 
service providers yielded detailed and timely perspectives and experiences of those on the front 
line of providing mental health care in the community. Interviews brought greater refinement to 
the findings from the targeted systematic review.  
The findings from the targeted systematic review identified key areas to explore further 
through interviews with service providers. The key themes from the targeted systematic review 
(workers’ mental health and wellness, impacts to families, indirect community impacts, and 
greater contextual impacts) informed my focus on specific areas within the interviews in the 
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second phase of the research. The interviews provided a more nuanced and detailed account of 
the experiences of mental health care in the region, and identified community specific areas of 
concern.  
Coupling the findings from the targeted systematic review and the interviews with mental 
health service providers generated recommendations and further topics for research. The findings 
indicate greater emphasis should be placed on the mental health and well-being impacts of 
resource extraction and development in provincial and federal processes. Changes should be 
made to address the service gaps in child and youth mental health, and the findings from this 
research underscore the need for affordable and accessible housing in resource dependent 
communities. Combining the targeted systematic review on mental health and well-being and 
interviews with mental health service providers generated specific results that target areas where 
improvements can be made to improve mental health for those living with resource development, 
as well as to provide necessary enhancements to the current mental health care system in 
northern BC. 
 
 
 
 
 
 
 119 
REFERENCES 
 
 Albrecht, G. (2005). ‘Solastalgia’: A new concept in health and identity. Philosophy, Activism, 
Nature, 3, 44–59. 
 
Albrecht, G., Sartore, G., Connor, L., Higginbotham, N., Freeman, S., Kelly, B., Stain, H., 
Tonna, A., & Pollard, G. (2007). Solastalgia: The distress caused by environmental 
change. Australasian Psychiatry, 15(6), S95-98. 
 
Allen, J., Balfour, R., Bell, R., & Marmot, M. (2014). Social determinants of mental health. 
International Review of Psychiatry, 26(4), 392–407. 
 
Aluminium Association of Canada. (2017, October 24). Over 100 years of history in Canada. 
https://aluminium.ca/en/industry/history 
 
Arai, L., Britten, N., Popay, J., Roberts, H., Petticrew, M., Rodgers, M., & Sowden, A. (2007). 
Testing methodological developments in the conduct of narrative synthesis: A 
demonstration review of research on the implementation of smoke alarm interventions. 
Evidence & Policy: A Journal of Research, Debate and Practice, 3(3), 361–383. 
https://doi.org/10.1332/174426407781738029 
 
Asakura, T., Mallee, H., Tomokawa, S., Moji, K., & Kobayashi, J. (2015). The Ecosystem 
Approach to health is a promising strategy in international development: Lessons from 
Japan and Laos. Globalization and Health, 11(1). https://doi.org/10.1186/s12992-015-
0093-0 
 
Atlin, C., & Gibson, R. (2017). Lasting regional gains from non-renewable resource extraction: 
The role of sustainability-based cumulative effects assessment and regional planning for 
mining development in Canada. The Extractive Industries and Society, 4(1), 36–52. 
https://doi.org/10.1016/j.exis.2017.01.005 
 
Badenhorst, C. (2014). Too much of a good thing? Social impacts of rapid industrial growth in 
rural communities [Powerpoint]. 
http://bchealthycommunities.ca/res/download.php?id=1206 
 
Barrett, G. W., Van Dyne, G. M., & Odum, E. P. (1976). Stress Ecology. BioScience, 26(3), 
192–194. https://doi.org/10.2307/1297248 
 
Bastian, H., Glasziou, P., & Chalmers, I. (2010). Seventy-five trials and eleven systematic 
reviews a day: How will we ever keep up? PLoS Medicine, 7(9), e1000326. 
https://doi.org/10.1371/journal.pmed.1000326 
 
Berg, B. L. (2009). Qualitative research methods for the social sciences (7th Edition). Allyn and 
Bacon. 
 
 120 
Betz, M. R., & Snyder, A. (2017). Coal and family through the boom and bust: A look at the coal 
Industry’s impact on marriage and divorce. Journal of Rural Studies, 56, 207–218. 
https://doi.org/10.1016/j.jrurstud.2017.09.011 
 
Birt, L., Scott, S., Cavers, D., Campbell, C., & Walter, F. (2016). Member checking: A tool to 
enhance trustworthiness or merely a nod to validation? Qualitative Health Research, 
26(13), 1802–1811. https://doi.org/10.1177/1049732316654870 
 
Bourke, B. (2014). Positionality: Reflecting on the research process. The Qualitative Report, 
19(33), 1–9. 
 
Boydell, K. M., Pong, R., Volpe, T., Tilleczek, K., Wilson, E., & Lemieux, S. (2006). Family 
perspectives on pathways to mental health care for children and youth in rural 
communities. The Journal of Rural Health, 22(2), 182–188. 
https://doi.org/10.1111/j.1748-0361.2006.00029.x 
 
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology. Qualitative Research In 
Psychology, 3(2), 77–101. https://doi.org/10.1191/1478088706qp063oa 
 
Brenes, G. A., Danhauer, S. C., Lyles, M. F., Hogan, P. E., & Miller, M. E. (2015). Barriers to 
mental health treatment in rural older adults. The American Journal of Geriatric 
Psychiatry, 23(11), 1172–1178. https://doi.org/10.1016/j.jagp.2015.06.002 
 
Brisbois, B. W., Reschny, J., Fyfe, T. M., Harder, H. G., Parkes, M. W., Allison, S., Buse, C. G., 
Fumerton, R., & Oke, B. (2019). Mapping research on resource extraction and health: A 
scoping review. The Extractive Industries and Society, 6(1), 250–259. 
https://doi.org/10.1016/j.exis.2018.10.017 
 
Bronson, J., & Noble, B. F. (2006). Health determinants in Canadian northern environmental 
impact assessment. Polar Record, 42(4), 315–324. 
https://doi.org/10.1017/S0032247406005572 
 
Buse, C., Cornish, K., Parkes, M. W., Harder, H. G., Fumerton, R., Rasali, D., Li, C., Oke, B., 
Loewen, D., & Aalhus, M. (2018). Towards more robust and locally meaningful 
indicators for monitoring health and the social determinants of health related to resource 
extraction and development across Northern BC (pp. 1–138). University of Northern 
British Columbia, Northern Health, BC Provincial Health Services Authority. 
 
Buse, C. G., Sax, M., Nowak, N., Jackson, J., Fresco, T., Fyfe, T., & Halseth, G. (2019). 
Locating community impacts of unconventional natural gas across the supply chain: A 
scoping review. The Extractive Industries and Society, 6(2), 620–629. 
https://doi.org/10.1016/j.exis.2019.03.002 
Buse, C., Jackson, J., Nowak, N., Fyfe, T., & Halseth, G. R. (2016). A scoping review on the 
community impacts of unconventional natural gas development for northern BC: A closer 
look at policy, regulatory and governance strategies to maximize benefits and mitigate 
 121 
harms (pp. 1–49). Cumulative Impacts Research Consortium. 
 
Bush, K. (2007). Population health and oil and gas activities. A preliminary assessment of the 
situation in North Eastern BC: A report from the Medical Health Officer to the Board of 
Northern Health (pp. 1–77). Northern Health Authority. 
https://www.northernhealth.ca/sites/northern_health/files/about-us/reports/chief-mho-
reports/documents/oil-and-gas.pdf 
 
Butler, C. D., & Friel, S. (2006). Time to regenerate: Ecosystems and health promotion. PLoS 
Medicine, 3(10), e394. https://doi.org/10.1371/journal.pmed.0030394 
 
Canadian Institutes of Health Research. (2020, February 26). Best Brains Exchanges—CIHR. 
https://cihr-irsc.gc.ca/e/43978.html 
 
Carroll, S. (2012). Social Theory and Health Promotion. In I. Rootman, S. Dupéré, A. Pederson, 
& M. O’Neill (Eds.), Health Promotion in Canada: Critical Perspectives on Practice 
(pp. 33–54). Canadian Scholars’ Press Inc. 
 
Castleberry, A., & Nolen, A. (2018). Thematic analysis of qualitative research data: Is it as easy 
as it sounds? Currents in Pharmacy Teaching and Learning, 10(6), 807–815. 
https://doi.org/10.1016/j.cptl.2018.03.019 
 
Charmaz, K. (2006). Constructing grounded theory: A practical guide through qualitative 
analysis. SAGE. 
 
Charron, D. F. (Ed.). (2012). Ecohealth research in practice: Innovative applications of an 
Ecosystem Approach to health. Springer. 
 
Christensen, B. (1995). Coffins in the lake. In Too good to be true: Alcan’s Kemano Completion 
Project (pp. 77–101). UBC Press. 
 
College of Physicians and Surgeons of BC. (2018, April 2). Physician Directory. 
https://www.cpsbc.ca/physician_search 
 
Connor, L., Albrecht, G., Higginbotham, N., Freeman, S., & Smith, W. (2004). Environmental 
change and human health in Upper Hunter Communities of New South Wales, Australia. 
EcoHealth, 1(S2), S47–58. https://doi.org/10.1007/s10393-004-0053-2 
 
Cooke, A., Smith, D., & Booth, A. (2012). Beyond PICO: The SPIDER Tool for qualitative 
evidence synthesis. Qualitative Health Research, 22(10), 1435–1443. 
https://doi.org/10.1177/1049732312452938 
Courtenay, W. H. (2000). Constructions of masculinity and their influence on men’s well-being: 
A theory of gender and health. Social Science & Medicine, 50(10), 1385–1401. 
https://doi.org/10.1016/S0277-9536(99)00390-1 
 
 122 
Critical Appraisal Skills Programme. (2017, August 30). CASP Qualitative Checklist. 
https://casp-uk.net/casp-tools-checklists/ 
 
Cross, B. (2016). Modern living “hewn out of the unknown wilderness”: Aluminum, city 
planning, and Alcan’s British Columbian industrial town of Kitimat in the 1950s. Urban 
History Review, 45(1), 5–60. https://doi.org/10.7202/1042292ar 
 
Delgado-Rodriguez, M., & Llorca, J. (2004). Bias. Journal of Epidemiology & Community 
Health, 58(8), 635–641. https://doi.org/10.1136/jech.2003.008466 
 
District of Kitimat. (2014, August 1). Kitimat Community Profile. 
https://www.kitimat.ca/en/business-and-development/community-
profile.aspx?_mid_=692 
 
Drescher, C. F., Baczwaski, B. J., Walters, A. B., Aiena, B. J., Schulenberg, S. E., & Johnson, L. 
R. (2012). Coping with an ecological disaster: The role of perceived meaning in life and 
self-efficacy following the Gulf Oil Spill. Ecopsychology, 4(1), 56–63. 
https://doi.org/10.1089/eco.2012.0009 
 
Ebi, K. L., Frumkin, H., & Hess, J. J. (2017). Protecting and promoting population health in the 
context of climate and other global environmental changes. Anthropocene, 19, 1–12. 
https://doi.org/10.1016/j.ancene.2017.07.001 
 
Edmonds, S., & Hajizadeh, M. (2019). Assessing progressivity and catastrophic effect of out-of-
pocket payments for healthcare in Canada: 2010–2015. The European Journal of Health 
Economics, 20(7), 1001–1011. https://doi.org/10.1007/s10198-019-01074-x 
 
Eisenman, D., McCaffrey, S., Donatello, I., & Marshal, G. (2015). An ecosystems and 
vulnerable populations perspective on solastalgia and psychological distress after a 
wildfire. Ecohealth, 12(4), 602–610. https://doi.org/10.1007/s10393-015-1052-1 
 
Ellis, I. K., & Phillip, T. (2010). Improving the skills of rural and remote generalists to manage 
mental health emergencies. Rural And Remote Health, 10(3), 1503–1503. 
 
Ellis, N. R., & Albrecht, G. (2017). Climate change threats to family farmers’ sense of place and 
mental wellbeing: A case study from the Western Australian Wheatbelt. Social Science & 
Medicine, 175, 161–168. https://doi.org/10.1016/j.socscimed.2017.01.009 
 
Elo, S., & Kyngäs, H. (2008). The qualitative content analysis process. Journal of Advanced 
Nursing, 62(1), 107–115. https://doi.org/10.1111/j.1365-2648.2007.04569.x 
 
England, K. V. L. (1994). Getting personal: Reflexivity, positionality, and feminist research. 
Professional Geographer, 46(1), 80. https://doi.org/10.1111/j.0033-0124.1994.00080.x 
 
Environmental Assessment Office. (2013, September 9). Guideline for the Selection of Value 
Components and Assessment of Potential Effects. 
 123 
https://www2.gov.bc.ca/assets/gov/environment/natural-resource-
stewardship/environmental-assessments/guidance-documents/eao-guidance-selection-of-
valued-components.pdf 
 
Eriksen, K. Å., Arman, M., Davidson, L., Sundfør, B., & Karlsson, B. (2013). “We are all fellow 
human beings”: Mental health workers’ perspectives of being in relationships with clients 
in community-based mental health services. Issues in Mental Health Nursing, 34(12), 
883–891. https://doi.org/10.3109/01612840.2013.814735 
 
Etikan, I., Musa, S. A., & Alkassim, R. S. (2016). Comparison of Convenience Sampling and 
Purposive Sampling. American Journal of Theoretical and Applied Statistics, 5(1), 1–4. 
https://doi.org/doi: 10.11648/j.ajtas.20160501.11 
 
First Nations Health Authority. (2020, March 8). FNHA: Regions. 
https://www.fnha.ca/about/regions/north 
 
First Nations Health Authority, & Northern Health Authority. (2017). Northern First Nations 
Caucus overview of sub-regional engagement sessions: Health and resource development 
impacts and overview (pp. 1–132). http://www.fnha.ca/Documents/FNHA-Northern-
First-Nations-Caucus-Overview-Fall-2015-Full-Report.pdf 
 
Fitzpatrick, S. J., Perkins, D., Luland, T., Brown, D., & Corvan, E. (2017). The effect of context 
in rural mental health care: Understanding integrated services in a small town. Health & 
Place, 45, 70–76. https://doi.org/10.1016/j.healthplace.2017.03.004 
 
Foster, L. T., Keller, C. P., McKee, B., & Ostry, A. (2011). British Columbia atlas of wellness 
(pp. 1–338). https://dspace.library.uvic.ca//handle/1828/3838 
 
Foundry. (2020, January 23). Foundry Terrace. https://foundrybc.ca/location/terrace/ 
 
Frost, K. (2019). First Nations sovereignty, environmental justice, and degrowth in Northwest 
BC, Canada. Ecological Economics, 162, 133–142. 
https://doi.org/10.1016/j.ecolecon.2019.04.017 
 
Galway, L. P., Beery, T., Jones-Casey, K., & Tasala, K. (2019). Mapping the solastalgia 
literature: A scoping review study. International Journal of Environmental Research and 
Public Health, 16(15), 2662. https://doi.org/10.3390/ijerph16152662 
 
Gibson, G., & Klinck, J. (2005). Canada’s resilient north: The impact of mining on Aboriginal 
communities. Pimatisiwin, 3(1), 116–139. 
Gillingham, M. P., Halseth, G. R., Johnson, C. J., & Parkes, M. W. (Eds.). (2016). The 
integration imperative: Cumulative environmental, community and health effects of 
multiple natural resource developments. Springer. 
 
Gislason, M. G., Buse, C., Dolan, S., Parkes, M. W., Tosh, J., & Woollard, B. (2017). The 
complex impacts of intensive resource extraction on women, children and Aboriginal 
 124 
peoples. In M. G. Cohen (Ed.), Climate change and gender in rich countries: Work, 
public policy and action (pp. 215–230). Routledge. 
 
Glackin, S. N. (2012). Kind-making, objectivity, and political neutrality; the case of solastalgia. 
Studies in History and Philosophy of Science Part C: Studies in History and Philosophy 
of Biological and Biomedical Sciences, 43(1), 209–218. 
https://doi.org/10.1016/j.shpsc.2011.11.012 
 
Godin, I., Kittel, F., Coppieters, Y., & Siegrist, J. (2005). A prospective study of cumulative job 
stress in relation to mental health. BMC Public Health, 5, 67–77. 
https://doi.org/10.1186/1471-2458-5-67 
 
Gold, L. (2002). Positionality, worldview and geographical research: A personal account of a 
research journey. Ethics, Place & Environment, 5(3), 223–237. https://doi.org/DOI: 
10.1080/1366879022000041588 
 
Goldenberg, S. M., Shoveller, J. A., Koehoorn, M., & Ostry, A. S. (2010). And they call this 
progress? Consequences for young people of living and working in resource-extraction 
communities. Critical Public Health, 20(2), 157–168. 
https://doi.org/10.1080/09581590902846102 
 
Goldenberg, S. M., Shoveller, J. A., Ostry, A. C., & Koehoorn, M. (2008). Sexually transmitted 
infection (STI) testing among young oil and gas workers: The need for innovative, place-
based approaches to STI control. Canadian Journal of Public Health, 99(4), 350–354. 
https://doi.org/10.1007/BF03403770 
 
Gough, D., Oliver, S., & Thomas, J. (2017). Introducing Systematic Reviews (2nd Edition). 
SAGE. 
 
Grattan, L. M., Roberts, S., Mahan Jr, W. T., McLaughlin, P. K., Otwell, W. S., & Morris Jr, J. 
G. (2011). The early psychological impacts of the Deepwater Horizon oil spill on Florida 
and Alabama communities. Environmental Health Perspectives, 119(6), 838–843. 
https://doi.org/10.1289/ehp.1002915 
 
Green, J., & Thorogood, N. (2014). Qualitative methodology and health research (3rd Edition). 
SAGE. 
 
Green, M. A., Evans, C. R., & Subramanian, S. V. (2017). Can intersectionality theory enrich 
population health research? Social Science & Medicine, 178, 214–216. 
https://doi.org/10.1016/j.socscimed.2017.02.029 
 
Grimes, D. A., & Schulz, K. F. (2002). An overview of clinical research: The lay of the land. The 
Lancet, 359(9300), 57–61. https://doi.org/10.1016/S0140-6736(02)07283-5 
Haisla Nation. (2020, February 22). About the Haisla & our history. https://haisla.ca/community-
2/about-the-haisla/ 
 
 125 
Halseth, G. R., Ryser, L., & Markey, S. (2015). State of rural Canada report: British Columbia. 
In State of rural Canada report. Canadian Rural Revitalization Foundation. 
http://sorc.crrf.ca/bc/ 
 
Harder, H. G. (2016). Mental health and well-being implications of resource development (Box 
5.4). In M. P. Gillingham, G. R. Halseth, C. J. Johnson, & M. W. Parkes (Eds.), The 
integration imperative: Cumulative environmental, community and health impacts of 
multiple resource developments (pp. 139–141). Springer. 
 
Harrison, K. (1996). Environmental protection in British Columbia: Postmaterial values, 
organized interests, and party politics. In R. K. Carty (Ed.), Politics, policy and 
government in British Columbia (pp. 290–310). UBC Press. 
 
Health Disparities Task Group. (2005). Reducing health disparities – Roles of the health sector: 
Discussion paper (pp. 1–43). Health Disparities Task Group of the 
Federal/Provincial/Territorial Advisory Committee on Population Health and Health 
Security. https://www.canada.ca/content/dam/phac-aspc/documents/services/health-
promotion/population-health/reducing-health-disparities-roles-health-sector-discussion-
paper/disparities_discussion_paper_e.pdf 
 
Higgins, J. P. T., Thomas, J., Chandler, J., Cumpston, M., Li, T., Page, M. J., & Welch, V. A. 
(Eds.). (2019). Cochrane handbook for systematic reviews of interventions (2th edition). 
John Wiley & Sons. 
 
Hoeft, T. J., Fortney, J. C., Patel, V., & Unützer, J. (2018). Task-sharing approaches to improve 
mental health care in rural and other low-resource settings: A systematic review. The 
Journal of Rural Health, 34(1), 48–62. https://doi.org/10.1111/jrh.12229 
 
Horwitz, P., Lindsay, M., & O’Connor, M. (2001). Biodiversity, endemism, sense of place, and 
public health: Inter‐relationships for Australian inland aquatic systems. Ecosystem 
Health, 7(4), 253–265. https://doi.org/10.1046/j.1526-0992.2001.01044.x 
 
Horwitz, P., & Parkes, M. W. (2016). Scoping health impact assessment: Ecosystem services as 
a framing device. In D. Geneletti (Ed.), Handbook on biodiversity and ecosystem services 
in impact assessment. Edward Elgar. 
 
Hossain, D., Gorman, D., Chapelle, B., Mann, W., Saal, R., & Penton, G. (2013). Impact of the 
mining industry on the mental health of landholders and rural communities in southwest 
Queensland. Australasian Psychiatry, 21(1), 32–37. 
https://doi.org/10.1177/1039856212460287 
 
Initiatives Prince George Development Corporation, & Northern Development Initiative Trust. 
(2012). Northern British Columbia: A Vision for Prosperity. https://bcbc.com/reports-
and-research/northern-british-columbia-a-vision-for-prosperity 
 
 126 
Johnson, L. M. (2010). Trail of story, traveller’s path: Reflections on ethnoecology and 
landscape. Athabasca University Press. 
 
Johnson, S., Abonyi, S., Jeffery, B., Hackett, P., Hampton, M., McIntosh, T., Martz, D., 
Muhajarine, N., Petrucka, P., & Sari, N. (2008). Recommendations for action on the 
social determinants of health: A Canadian perspective. The Lancet, 372(9650), 1690–
1693. https://doi.org/10.1016/S0140-6736(08)61694-3 
 
Jones, L. R., & Palour, R. R. (1985). The psychiatric role of the rural primary care practitioner. 
In Psychiatric services for underserved rural populations, (38-52). Brunner-Routledge. 
 
Kaczmarek, E. A., & Sibbel, A. M. (2008). The psychosocial well-being of children from 
Australian military and fly-in/ fly-out (FIFO) mining families. Community, Work & 
Family, 11(3), 297–312. https://doi.org/10.1080/13668800801890129 
 
Kerby, N. J. (1984). One hundred years of history: Terrace, B.C. Terrace Regional Museum 
Society. 
 
Kinnear, S., Kabir, Z., Mann, J., & Bricknell, L. (2013). The need to measure and manage the 
cumulative impacts of resource development on public health: An Australian perspective. 
In A. J. Rodriguez-Morales (Ed.), Current topics in public health. InTech. 
 
Kipp, A., Cunsolo, A., Vodden, K., King, N., Manners, S., & Harper, S. L. (2019). At-a-glance 
climate change impacts on health and wellbeing in rural and remote regions across 
Canada: A synthesis of the literature. Health Promotion and Chronic Disease Prevention 
in Canada, 39(4), 122–126. https://doi.org/10.24095/hpcdp.39.4.02 
 
Kitselas First Nation. (2020, February 22). Our land: Kitselas Traditional Territory. 
https://kitselas.com/about/our-land/ 
 
Kitsumkalum First Nations. (2020, February 22). Kitsumkalum Laxyuup (lands/territories). 
Kitsumkalum, a Galts’ap (Community) of the Tsimshian Nation. 
https://kitsumkalum.com/kitsumkalum-laxyuup/ 
 
Kurjata, A. (2017, January 27). “We don’t want to lose another one”: First leg of Highway of 
Tears transit run begins Monday. CBC. https://www.cbc.ca/news/canada/british-
columbia/we-don-t-want-to-lose-another-one-first-leg-of-highway-of-tears-transit-run-
begins-monday-1.3955579 
 
Leopold, A. (1949). A Sand County Almanac and sketches here and there (1st Edition). Oxford 
University Press. 
 
Levac, D., Colquhoun, H., & O’Brien, K. K. (2010). Scoping studies: Advancing the 
methodology. Implementation Sci, 5(1), 1–9. https://doi.org/10.1186/1748-5908-5-69 
Liberati, A., Altman, D. G., Tetzlaff, J., Mulrow, C., Gøtzsche, P. C., Ioannidis, J. P. A., Clarke, 
M., Devereaux, P. J., Kleijnen, J., & Moher, D. (2009). The PRISMA Statement for 
 127 
reporting systematic reviews and meta-analyses of studies that evaluate health care 
interventions: Explanation and elaboration. PLoS Medicine, 6(7), e1000100. 
https://doi.org/10.1371/journal.pmed.1000100 
 
Lisitza, A., & Wolbring, G. (2018). EcoHealth and the determinants of health: Perspectives of a 
small subset of Canadian academics in the EcoHealth community. International Journal 
Of Environmental Research And Public Health, 15(1688), 1–21. 
https://doi.org/10.3390/ijerph15081688 
 
Ljosa, C. H., Tyssen, R., & Lau, B. (2011). Mental distress among shift workers in Norwegian 
offshore petroleum industry—Relative influence of individual and psychosocial work 
factors. Scandinavian Journal of Work Environment & Health, 37, 551–555. 
https://doi.org/10.5271/sjweh.3191 
 
MacLeod, M. L. P., Hanlon, N., Reay, T., Snadden, D., & Ulrich, C. (2019). Partnering for 
change: How a health authority, physicians, and communities work together to transform 
primary healthcare services. Journal of Health Organization and Management. 
https://doi-org.prxy.lib.unbc.ca/10.1108/JHOM-02-2019-0032 
 
Mactaggart, F., McDermott, L., Tynan, A., & Gericke, C. (2016). Examining health and well-
being outcomes associated with mining activity in rural communities of high-income 
countries: A systematic review. Australian Journal of Rural Health, 24(4), 230–237. 
https://doi.org/10.1111/ajr.12285 
 
Maddess, R. J. (2006). Mental health care in rural British Columbia. BC Medical Journal, 48(4), 
172–173. 
 
Malla, A., Iyer, S., Shah, J., Joober, R., Boksa, P., Lal, S., Fuhrer, R., Andersson, N., Abdel-
Baki, A., Hutt-MacLeod, D., Beaton, A., Reaume-Zimmer, P., Chisholm-Nelson, J., 
Rousseau, C., Chandrasena, R., Bourque, J., Aubin, D., Levasseur, M. A., Winkelmann, 
I., … Vallianatos, H. (2019). Canadian response to need for transformation of youth 
mental health services. Early Intervention in Psychiatry, 13(3), 697–706. 
https://doi.org/10.1111/eip.12772 
 
Marchand, A., & Blanc, M. (2011). Occupation, work organization conditions and the 
development of chronic psychological distress. Work, 40(4), 425–435. 
https://doi.org/10.3233/WOR-2011-1254 
 
Marchand, J. (2012). Local labor market impacts of energy boom-bust-boom in Western Canada. 
Journal of Urban Economics, 71(1), 165–174. https://doi.org/10.1016/j.jue.2011.06.001 
 
Marmot, M. (2007). Achieving health equity: From root causes to fair outcomes. The Lancet, 
370(9593), 1153–1163. https://doi.org/10.1016/S0140-6736(07)61385-3 
Marsden, S., & Galois, R. (1995). The Tsimshian, the Hudson’s Bay Company, and the 
geopolitics of the Northwest Coast fur trade, 1787–1840. Canadian Geographer, 39(2), 
 128 
169–183. https://doi.org/10.1111/j.1541-0064.1995.tb00411.x 
 
Martindale, A. R. C., & Marsden, S. (2003). Defining the middle period (3500 bp to 1500 bp) in 
Tsimshian history through a comparison of archaeological and oral records. BC Studies, 
138, 38. https://doi.org/10.14288/bcs.v0i138/9.1670 
 
Masuda, J. R., Zupancic, T., Poland, B., & Cole, D. C. (2008). Environmental health and 
vulnerable populations in Canada: Mapping an integrated equity-focused research 
agenda. The Canadian Geographer, 52(4), 427–450. https://doi.org/10.1111/j.1541-
0064.2008.00223.x 
 
McDonald, J. (2013). Declaration of the Kitsumkalum Indian Band of the Tsimshian Nation of 
Aboriginal Title and Rights to Prince Rupert Harbour and surrounding coastal areas. 
https://kitsumkalum.com/kitsumkalum-laxyuup/kitsumkalum-declaration/ 
 
McMichael, A. J., & Haines, A. (1997). Global climate change: The potential effects on health. 
BMJ, 315(7111), 805–809. https://doi.org/10.1136/bmj.315.7111.805 
 
McNamara, K. E., & Westoby, R. (2011). Solastalgia and the gendered nature of climate change: 
An example from Erub Island, Torres Strait. Ecohealth, 8(2), 233–236. 
https://doi.org/10.1007/s10393-011-0698-6 
 
Merriam, S. B., Johnson-Bailey, J., Lee, M. Y., Lee, Y., Ntseane, G., & Muhamed, M. (2001). 
Power and positionality: Negotiating insider/outsider status within and across cultures. 
International Journal of Lifelong Education, 20(5), 405-416.  
 
 
Mikkonen, J., & Raphael, D. (2010). The Social Determinants of Health: The Canadian Facts. 
York University. http://www.thecanadianfacts.org/The_Canadian_Facts.pdf 
 
MindMup. (2020). MindMup [Mind map creator tool]. MindMup. https://www.mindmup.com/ 
 
Ministry of Children and Family Development. (2020, February 28). Child and youth mental 
health. https://www2.gov.bc.ca/gov/content/health/managing-your-health/mental-health-
substance-use/child-teen-mental-health 
 
Ministry of Environment. (2019, December 15). Guidance documents related to environmental 
assessments. https://www2.gov.bc.ca/gov/content/environment/natural-resource-
stewardship/environmental-assessments/guidance-documents/2018-act-guidance-
materials 
 
Ministry of Health. (2020, February 28). Mental health and substance use supports in BC. 
https://www2.gov.bc.ca/gov/content/mental-health-support-in-bc/adults 
 
 129 
Mitura, V., & Bollman, R. D. (2003). The health of rural Canadians: A rural-urban comparison 
of health indicators. Statistics Canada. https://www150.statcan.gc.ca/n1/en/pub/21-006-
x/21-006-x2002006-eng.pdf?st=B_FqgYrF 
Moher, D., Liberati, A., Tetzlaff, J., & Altman, D. G. (2009). Preferred reporting items for 
systematic reviews and meta-analyses: The PRISMA statement. PLoS Medicine, 62(10), 
1006–1012. https://doi.org/10.1371/journal.pmed.1000097 
 
Morgan, M. I., Hine, D. W., Bhullar, N., Dunstan, D. A., & Bartik, W. (2016). Fracked: Coal 
seam gas extraction and farmers’ mental health. Journal of Environmental Psychology, 
47, 22–32. https://doi.org/10.1016/j.jenvp.2016.04.012 
 
Mortari, L. (2015). Reflectivity in research practice: An overview of different perspectives. 
International Journal of Qualitative Methods. 
https://doi.org/10.1177/1609406915618045 
 
Morton, K. A. (2016). Hitchhiking and missing and murdered Indigenous women: A critical 
discourse analysis of billboards on the Highway of Tears. Canadian Journal of 
Sociology, 41(3), 299–326. https://doi.org/10.29173/cjs28261 
 
Muntaner, C., Ng, E., Chung, H., & Prins, S. J. (2015). Two decades of Neo-Marxist class 
analysis and health inequalities: A critical reconstruction. Social Theory & Health, 13(3–
4), 267–287. https://doi.org/10.1057/sth.2015.17 
 
Nair, R. (2017). 14,000-year-old archeological find affirms Heiltsuk Nation’s ice age history. 
CBC News. https://www.cbc.ca/news/canada/british-columbia/archeological-find-
affirms-heiltsuk-nation-s-oral-history-1.4046088 
 
Northern Development Initiative Trust. (2019). State of the North report (pp. 1–55). 
https://www.northerndevelopment.bc.ca/wp-content/uploads/2019/01/NDIT-
SofNR_2019_RevisedJan22.pdf 
 
Northern Health Authority. (2012). Understanding the state of industrial camps in Northern BC: 
A background paper. 
https://www.northernhealth.ca/Portals/0/About/NH_Reports/documents/2012%2010%20
17_Ind_Camps_Backgrounder_P1V1Comb.pdf 
 
Northern Health Authority. (2015a). Tertiary resource guide: Regional mental health and 
addiction services. 
https://www.northernhealth.ca/Portals/0/Your_Health/Programs/Mental_Health_and_Ad
dictions/documents/TertiaryResourceGuide2015.pdf 
 
Northern Health Authority. (2015b). Mental health and addictions: Northern Health programs 
and services. 
https://www.northernhealth.ca/Portals/0/Your_Health/Programs/Aboriginal_Health/docu
ments/NH_MHA_booklet_web.pdf 
 
 130 
Northern Health Authority. (2016). Quick facts. 
https://northernhealth.ca/AboutUs/QuickFacts.aspx 
Northern Health Authority. (2018). Northwest specialized services. 
https://www.northernhealth.ca/YourHealth/MentalHealthAddictions/CommunityProgram
sContacts/Terrace.aspx 
 
Northern Health Authority. (2019). Programs and Services. 
https://www.northernhealth.ca/services/mental-health-substance-use/programs-and-
services#intensive-case-management-team-icmt 
 
Odum, E. P. (1969). The strategy of ecosystem development. Science, 164, 262–270. 
https://doi.org/10.1126/science.164.3877.262 
 
Oestreicher, J. S., Buse, C., Brisbois, B., Patrick, R., Jenkins, A., Kingsley, J., Távora, R., & 
Fatorelli, L. (2018). Where ecosystems, people and health meet: Academic traditions and 
emerging fields for research and practice. Sustentabilidade em Debate, 9(1), 23–44. 
https://doi.org/10.18472/SustDeb.v9n1.2018.28258 
 
Oetinger, M. A., Flanagan, K. S., & Weaver, I. D. (2014). The decision and rewards of working 
as a mental health professional in a rural area. Journal of Rural Mental Health, 38(1), 50–
60. https://doi.org/10.1037/rmh0000011 
 
Ostry, A. (2009). The impact of recession on the health of rural citizens in British Columbia, 
Canada. Rural and Remote Health, 9(3), 1265. 
 
O’Sullivan, L. F. (2008). Challenging assumptions regarding the validity of self-report measures: 
The special case of sexual behavior. Journal of Adolescent Health, 42(3), 207–208. 
https://doi.org/10.1016/j.jadohealth.2008.01.002 
 
Palinkas, L. A. (2012). A conceptual framework for understanding the mental health impacts of 
oil spills: Lessons from the Exxon Valdez oil spill. Psychiatry-Interpersonal and 
Biological Processes, 75, 203–222. 
 
Pannucci, C. J., & Wilkins, E. G. (2010). Identifying and avoiding bias in research. Plastic and 
Reconstructive Surgery, 126(2), 619–625. 
https://doi.org/10.1097/PRS.0b013e3181de24bc 
 
Parkes, M. W., Allison, S., Harder, H. G., Hoogeveen, D., Kutzner, D., Aalhus, M., Adams, E., 
Beck, L., Brisbois, B., Buse, C. G., Chiasson, A., Cole, D. C., Dolan, S., Fauré, A., 
Fumerton, R., Gislason, M. K., Hadley, L., Hallström, L. K., Horwitz, P., … 
Vaillancourt, C. (2019). Addressing the environmental, community, and health impacts 
of resource development: Challenges across scales, sectors, and sites. Challenges, 10(1), 
1–27. 
 
 131 
Pellow, D. N. (2000). Environmental inequality formation: Toward a theory of environmental 
injustice. American Behavioral Scientist, 43, 581–601. 
 
Petkova, V., Lockie, S., Rolfe, J., & Ivanova, G. (2009). Mining developments and social 
impacts on communities: Bowen Basin case studies. Rural Society, 19(3). 
https://doi.org/10.5172/rsj.19.3.211 
 
Philo, C., Parr, H., & Burns, N. (2003). Rural madness: A geographical reading and critique of 
the rural mental health literature. Journal of Rural Studies, 19(3), 259–281. 
https://doi.org/10.1016/S0743-0167(03)00005-6 
 
Positive Living Society. (2018, February 4). Mental health and addictions community program. 
http://careregistry.ca/item/mental-health-and-addictions-community-program-4/ 
 
Proctor, J. (2020, February 19). Pipeline approval record reveals conflict with Wet’suwet’en 
years in the making. CBC News. https://www.cbc.ca/news/canada/british-
columbia/coastal-gaslink-wet-suwet-en-battle-1.5465049 
 
Pulakos, J., & Dengerink, H. A. (1983). Comparison of mental health services in rural and urban 
Washington. Community Mental Health Journal, 19(2), 164–172. 
https://doi.org/10.1007/BF00877608 
 
Rapport, D. J., Costanza, R., & McMichael, A. J. (1998). Assessing ecosystem health. Trends in 
Ecology & Evolution, 13(10), 397–402. https://doi.org/10.1016/S0169-5347(98)01449-9 
 
Rapport, D. J., Regier, H. A., & Hutchinson, T. C. (1985). Ecosystem behavior under stress. The 
American Naturalist, 125(5), 617–640. https://doi.org/10.2307/2461475 
 
Rapport, D. J., & Whitford, W. G. (1999). How ecosystems respond to stress: Common 
properties of arid and aquatic systems. BioScience, 49(3), 193–203. 
https://doi.org/10.2307/1313509 
 
Rasmussen, D. C. (2016). Adam Smith on what Is wrong with economic inequality. American 
Political Science Review, 110(02), 342–352. 
https://doi.org/10.1017/S0003055416000113 
 
Reaume‐Zimmer, P., Chandrasena, R., Malla, A., Joober, R., Boksa, P., Shah, J. L., Iyer, S. N., 
& Lal, S. (2019). Transforming youth mental health care in a semi-urban and rural region 
of Canada: A service description of ACCESS Open Minds Chatham-Kent. Early 
Intervention in Psychiatry, 13(S1), 48–55. https://doi.org/10.1111/eip.12818 
 
Reschny, J., Brisbois, B., Parkes, M. W., & Harder, H. (2018). Health impacts of resource 
extraction and development: Toward a better understanding of health in relation to 
mining and oil & gas extraction: A scoping review. University of Northern British 
Columbia, Northern Health Authority. 
https://www.northernhealth.ca/sites/northern_health/files/services/office-health-resource-
 132 
development/documents/phase-1-report.pdf 
 
Rizzoli, E. (2017, July 25). Pacific NorthWest LNG project not proceeding. 
http://www.pacificnorthwestlng.com/media/NewsRelease-Backgrounder-PNWLNG-
July25-2017.pdf 
 
Roche, A. M., Pidd, K., Fischer, J. A., Lee, N., Scarfe, A., & Kostadinov, V. (2016). Men, work, 
and mental health: A systematic review of depression in male-dominated industries and 
occupations. Safety and Health at Work, 7(4), 268–283. 
https://doi.org/10.1016/j.shaw.2016.04.005 
 
Ryan, R. (2013). Cochrane consumers and communication review group: Data synthesis and 
analysis. Cochrane Consumers and Communication Review Group. 
http://cccrg.cochrane.org 
 
Saunders, B., Sim, J., Kingstone, T., Baker, S., Waterfield, J., Bartlam, B., Burroughs, H., & 
Jinks, C. (2018). Saturation in qualitative research: Exploring its conceptualization and 
operationalization. Quality & Quantity, 52(4), 1893–1907. 
https://doi.org/10.1007/s11135-017-0574-8 
 
Shah, T. I., Milosavljevic, S., & Bath, B. (2017). Measuring geographical accessibility to rural 
and remote health care services: Challenges and considerations. Spatial and Spatio-
Temporal Epidemiology, 21, 87–96. https://doi.org/10.1016/j.sste.2017.04.002 
 
Shandro, J. A., Veiga, M. M., Shoveller, J., Scoble, M., & Koehoorn, M. (2011). Perspectives on 
community health issues and the mining boom–bust cycle. Resources Policy, 36(2), 178–
186. https://doi.org/10.1016/j.resourpol.2011.01.004 
 
Sharma, S. (2009). An exploration into the well-being of the families living in the “suburbs in 
the bush.” Australian and New Zealand Journal of Public Health, 33(3), 262–269. 
https://doi.org/10.1111/j.1753-6405.2009.00386.x 
 
Sibley, L. M., & Weiner, J. P. (2011). An evaluation of access to health care services along the 
rural-urban continuum in Canada. BMC Health Services Research, 11(1), 20. 
https://doi.org/10.1186/1472-6963-11-20 
 
Snadden, D., Reay, T., Hanlon, N., & MacLeod, M. (2019). Engaging primary care physicians in 
system change – an interpretive qualitative study in a remote and rural health region in 
Northern British Columbia, Canada. BMJ Open, 9(5). https://doi.org/10.1136/bmjopen-
2018-028395 
 
Statistics Canada. (2016, March 14). Aboriginal peoples: Fact sheet for British Columbia. 
http://www.statcan.gc.ca/pub/89-656-x/89-656-x2016011-eng.htm 
 
Statistics Canada. (2017a, February 8). Census Profile 2016: Kitimat. 
https://www12.statcan.gc.ca/census-recensement/2016/dp-
 133 
pd/prof/details/page.cfm?Lang=E&Geo1=POPC&Code1=0420&Geo2=PR&Code2=59&
SearchText=Kitimat&SearchType=Begins&SearchPR=01&B1=All&GeoLevel=PR&Ge
oCode=0420&TABID=1&type=0 
 
Statistics Canada. (2017b, August 6). Focus on geography series: 2016 Census. 
https://www12.statcan.gc.ca/census-recensement/2016/as-sa/fogs-spg/Facts-cd-
eng.cfm?LANG=Eng&GK=CD&GC=5949&TOPIC=9 
 
Statistics Canada. (2019, January 7). Population estimates by economic region 2016. 
https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1710013901 
 
Suttles, W. (1978). Handbook of North American Indians. Smithsonian Institute. 
 
Terrace Standard. (2020, January 30). Terrace house prices on steep climb in 2019. 
https://www.terracestandard.com/news/terrace-house-prices-on-steep-climb-in-2019/ 
 
Tracy, S. J. (2013). Data analysis basics a pragmatic iterative approach. In Qualitative Research 
Methods collecting evidence, crafting analysis, communicating impact. Wiley-Blackwell 
Publishing. 
 
Trumpener, B. (2019, April 18). Homes burned, cemetery flooded: 67 years later, First Nation 
wins redress. CBC News. https://www.cbc.ca/news/canada/british-columbia/cheslatta-
compensated-for-1952-alcan-relocation-1.5102933 
 
Ulven, A. J., Omdal, K. A., Herlov-Nielsen, H., Irgens, A., & Dahl, E. (2007). Seafarers’ wives 
and intermittent husbands-social and psychological impact of a subgroup of Norwegian 
seafarers’ work schedule on their families. International Maritime Health, 58, 115–128. 
 
Valdez, R. S., McGuire, K. M., & Rivera, A. J. (2017). Qualitative ergonomics/human factors 
research in health care: Current state and future directions. Applied Ergonomics, 62, 43–
71. https://doi.org/10.1016/j.apergo.2017.01.016 
 
Van der Ploeg, F. (2011). Natural resources: Curse or blessing? Journal of Economic Literature, 
49(2), 366–420. 
 
Wainer, J., & Chesters, J. (2000). Rural mental health: Neither romanticism nor despair. 
Australian Journal of Rural Health, 8(3), 141–147. https://doi.org/10.1046/j.1440-
1584.2000.00304.x 
 
Warsini, S., Mills, J., & Usher, K. (2014). Solastalgia: Living with the environmental damage 
caused by natural disasters. Prehospital And Disaster Medicine, 29(1), 87–90. 
https://doi.org/10.1017/S1049023X13009266 
 
Watson, B., & Osberg, L. (2017). Healing and/or breaking? The mental health implications of 
repeated economic insecurity. Social Science & Medicine, 188, 119–127. 
 134 
https://doi.org/10.1016/j.socscimed.2017.06.042 
 
Webb, A., Anderson, C., Beckett, J., Robertson, J., Lloyd, M., Lemaire, S., Gautier, R., Naresh, 
J., Stockman, S., & Shaw, S. (2009, August 11). Rural and northern community issues in 
mental health. https://ontario.cmha.ca/documents/rural-and-northern-community-issues-
in-mental-health/ 
 
Webb, J. C., Mergler, D., Parkes, M. W., Saint-Charles, J., Spiegel, J., Waltner-Toews, D., 
Yassi, A., & Woollard, R. F. (2010). Tools for thoughtful action: The role of ecosystem 
approaches to health in enhancing public health. Canadian Journal of Public Health = 
Revue Canadienne De Sante Publique, 101(6), 439–441. 
 
Westwood, E., & Orenstein, M. (2016). Does resource development increase community 
sexually transmitted infections? An environmental scan. The Extractive Industries and 
Society, 3(1), 240–248. https://doi.org/10.1016/j.exis.2015.10.008 
 
Whitmee, S., Haines, A., Beyrer, C., Boltz, F., Capon, A. G., Dias, B. F. de S., Ezeh, A., 
Frumkin, H., Gong, P., Head, P., Horton, R., Mace, G. M., Marten, R., Myers, S. S., 
Nishtar, S., Osofsky, S. A., Pattanayak, S. K., Pongsiri, M. J., Romanelli, C., … Yach, D. 
(2015). Safeguarding human health in the Anthropocene epoch: Report of The 
Rockefeller Foundation–Lancet Commission on planetary health. The Lancet, 
386(10007), 1973–2028. https://doi.org/10.1016/S0140-6736(15)60901-1 
 
Wilson, S. (2008). Research is ceremony: Indigenous research methods. Fernwood Publishing 
Co. 
 
Wood, V. J., Gesler, W., Curtis, S. E., Spencer, I. H., Close, H. J., Mason, J., & Reilly, J. G. 
(2015). ‘Therapeutic landscapes’ and the importance of nostalgia, solastalgia, salvage and 
abandonment for psychiatric hospital design. Health & Place, 33, 83–89. 
https://doi.org/10.1016/j.healthplace.2015.02.010 
 
World Health Organization. (2008). Closing the gap in a generation: Health equity through 
action on the social determinants of health. World Health Organization, Commission on 
Social Determinants of Health. 
https://apps.who.int/iris/bitstream/handle/10665/43943/9789241563703_eng.pdf?sequenc
e=1 
 
World Health Organization. (2010). Managing the public health impacts of natural resource 
extraction activities: A framework for national and local health authorities. 
https://commdev.org/wp-content/uploads/2015/06/WHO-Managing-the-public-health-
impacts.pdf 
 
Yoshikawa, H., Aber, J. L., & Beardslee, W. R. (2012). The effects of poverty on the mental, 
emotional, and behavioral health of children and youth: Implications for prevention. The 
American Psychologist, 67(4), 272–284. https://doi.org/10.1037/a0028015 
 
 135 
APPENDICES 
 
Appendix A: Codebook descriptive codes and definitions used during the Targeted Systematic 
Review 
Codebook: descriptive codes and definitions  
1. Solastalgia – a sense of loss, powerlessness, and psychological distress attributed to 
environmental changes outside of the realm of an individual’s control.  
2. Powerlessness – a lack of control and/or decision-making latitude. Outside of one’s realm 
of control 
3. Injustice – a lack of fairness/justice  
4. Environmental degradation – the alteration/change to the natural environment caused by 
human activity that is perceived as negative  
5. Occupational stress – mental and/or emotional strain attributed to a specific phenomenon 
or circumstance related to the workplace or work environment  
6. Workers’ health – the physical and emotional well-being of individuals’ working within 
the field of resource development  
7. Coping skills/styles – The ways with an individual acknowledges and diffuses the 
potential negative impacts of stressful situations and circumstances  
8. Unhealthful behaviours/activities – smoking, elevated levels of alcohol consumption,   
9. Physical inactivity – sedentary lifestyle, little to no physical exercise in ones day to day 
life. Lack of access to facilities/outdoor recreation spaces 
10. Financial motivation/duty – Workers note that the pay/financial gain is the reason why 
they continue to work in their respective field. Responsibility and duty to bring home 
sufficient income.  
11. Lack of social cohesion – Society that lacks a sense of belonging or bonding in a 
community. Community’s with differing opinions and often at odds on topics of concern. 
12. Health disparities – an imbalance in the burden of disease, illness, and negative impacts 
of resource extraction and development experienced by a subset of the population. 
13. Quality of life measures and life satisfaction – a self-reported measures of satisfaction, 
happiness, and comfort.  
14. Anthropogenic disaster – an disaster causing significant damage to the natural 
environment indirectly caused by natural resource extraction activities. Ex. Oil spills, oil 
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rig explosion/collapse. Loss of human life, income, financial hardship, and often 
unprecedented damage to the natural environment.  
15. Impacts to youth and children – Impacts to the population under age of majority (19 
years) 
16. Low educational attainment – members of community are not completing school due to 
competing interests or circumstances; likely to join the workforce sooner.  
17. Psychological distress – psychological impacts directly or indirectly related to natural 
resource extraction. Example: Anxiety, depression, PTSD, etc.  
18. Housing affordability – an aggregate indicator describing how accessible housing is in a 
given community/setting 
19. Access to services – an indicator describing how accessible community services are or 
are not. Example: access to healthcare, childcare, recreation facilities, or transportation. 
20. Employment – describes the employment conditions in a community/region. Ex 
unemployment rates. 
21. Fluctuating populations – residents moving away, transient workers flooding in, etc.  
22. Family cohesion and relationships – the interactions and quality of relationships amongst 
and between immediate family members. 
23. Partners’ experiences – the experiences/perspectives of the wife/husband, 
girlfriend/boyfriend, or partner of a worker employed in natural resource extractive 
industry.  
24. Impacts to Indigenous peoples – Indigenous peoples’ direct and indirect experiences of 
and natural resource extraction and development negative experiences. Including 
disproportionate burden of impacts. Example: Loss of traditional spaces, loss of 
knowledge, and racism.  
25. Cumulative impacts – combined changes to the environment caused by the past, present, 
and future ramifications of natural resource extraction and development. 
26. Workplace comradery – friendship/kinship between workers in the field. Brings 
solidarity and support.  
27. Lack of opportunities for women – few options for employment, education, socialization  
28. Lack of economic diversification – mono-economies and limited sources/sectors of 
employment reduce community’s resiliency and protective factors  
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29. Economic dependence on partner – having fewer employment, education, and childcare 
options leaves individuals (typically women) financially reliant on their partners.  
30. Psychosocial well-being – mental, emotional, and social dimensions of health. 
Maintaining positive and healthy social relationships.  
31. Work schedule/shift work – the working hours/shift schedules worked by individuals and 
the impacts this has on their health.   
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Appendix D: Interview Question Guide 
 
Interview Question Guide 
Understanding the mental health and well-being impacts of natural resource extraction and 
development in resource-dependent communities. 
Participants will be given the necessary time to review the information letter as well as the 
consent form. Once they have finished reading I will ask if they have any further questions or 
concerns they would like to discuss. At this time, I will remind the participant that the interviews 
will be digitally recorded and they have the right to take a break or stop the interview at any 
time. I will inform the participant that if they choose to stop the interview process early they will 
be given the choice whether their data is used to complete this research. I will inform the 
participant that I will provide them with a copy of their transcript giving the participant the 
opportunity to edit their responses if they so wish. I will thank the participant for their 
willingness to participate in this research.  
Introduction Questions:  
1. What is your current role, and which organization do you work for? 
2. How long have you held this position? 
3. How long have you lived in Terrace and/or Kitimat? 
4. What attracted you to Terrace and/or Kitimat? 
5. How would you describe Terrace/Kitimat to someone without any knowledge or 
understanding of the community? 
 
Content Questions: 
1. Can you tell me about the types of services/resources you provide to your clients? 
2. How would you define the concepts of mental health and well-being? 
3. What do you feel contributes to the mental health and well-being of individuals living in 
Terrace/Kitimat?  
4. In what ways might the experiences of your clients here in Terrace/Kitimat differ from 
clients located in an urban community? 
5. In your experience, can you describe any positive impacts of rural living on mental 
health? 
6. Can you describe any negative impacts of rural living on mental health? 
7. Do you feel that the natural resource industries present in your community influence the 
experiences of your clients?  
8. In what ways do you perceive the presence of natural resource industries to impact on the 
greater community beyond your clients?  
9. In what ways do you feel that the community’s mental health needs are being met?  
10. Alternatively, do you feel that there are some mental health needs that are left unmet? 
11. Is there anything you would like to add before we conclude this interview? 
